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The A. D. C. Study 


UTURE CITIZENS ALL is a study of a representative 
F smi of the A.D.C. program just released by 

APWA. This study, made possible through a 
Field Foundation grant and with the cooperation of 
38 states, the District of Columbia, Alaska, and the 
Federal Security Agency, was conducted by the In- 
stitute for Research in Social Science of the University 
of North Carolina under the auspices of this Asso- 
ciation. 

No phase of the Social Security program has been 
more in the public eye than this one. Hence it is 
timely to have recorded meticulously and objectively 
significant facts which are set forth in this report. 

Designed as this service was to aid in keeping fam- 
ily life intact and to afford dependent children the op- 
portunity to grow up in their own homes, the study 
highlights certain accomplishments under this title 
of the Social Security Act. While it makes clear the 
limitations and variations of services to children in 
their own homes, the study also reflects statistically 
and descriptively the contribution A.D.C, is making 
to family and community life. 

It seeks answers to such questions as: Who were 
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these children and their families? How did A.D.C. 
affect them? Was the program adequate? If not, 
wherein do the inadequacies lie? 

APWA believes this to be one of the most sig- 
nificant studies ever undertaken in the field of public 
welfare. Here can be found answers to some of the 
questions and criticisms concerning A.D.C. Here, 
too, is to be found evidence of a tool used in strength- 
ening and preserving family ties. That heartening 
progress is being made in the use of this tool is re- 
flected in the study. That much still needs to be done 
in the field of legislation, administration and inter- 
pretation is equally apparent. 

In a democratic society the human dignity and 
well-being of our fellow man is implicit in our phil- 
osophy and practice. Many of the citizens on whom 
we must rely for the preservation of our democratic 
beliefs are included in this study, Future Citizens All. 

It is therefore the hope of APWA that this report 
will be painstakingly studied, objectively analyzed 
and widely interpreted so that it will be possible for 
the findings to be utilized effectively in behalf of our 
future citizens. 
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HIs Issue OF Pusitic WELFARE is devoted in 

large part to “Tax-Supported Medical Care for the 
Needy,” a statement prepared by the Joint Committee 
on Medical Care of the American Public Health Asso- 
ciation and the American Public Welfare Association. 
Usually, Pustic Wexrare does not print articles of 
such length, but for a number of reasons it was be- 
lieved that this statement is so important that it 
deserves distribution to the entire membership. 


Thirteen years ago the APWA Medical Care Com- 
mittee prepared a statement on “Organization and 
Administration of Tax-Supported Medical Care” 
which was a tentative statement of essentials and 
principles in an increasingly important area of wel- 
fare responsibility. This developed as a result of field 
studies and inquiries made by APWA, which dem- 
onstrated an urgent need for improvement in the 
organization and administration of tax-supported 
medical care for the needy. The statement, before 
publication, was widely circulated for comment and 
criticism through the cooperation of national medical 
and welfare agencies. 

As we look today at the 1939 statement we see that 
the principles and essentials it set forth, general 
though they were, and based on relatively little ex- 
perience, are still sound. There have been many 
changes and developments in the medical care respon- 
sibilities of public welfare and public health agencies 
since 1939, however, and the Joint Committee of the 
American Public Health Association and the Ameri- 
can Public Welfare Association has now drafted a 
much more extensive statement, reflecting experience 
in recent years, which is being published simultane- 
ously in Pustic Wetrare and the AMERICAN JoURNAL 
oF Pusiic HEALTH. 

The Joint Committee is to be commended on this 
statement, which represents much hard work by Com- 
mittee members and the staff of the American Public 
Welfare Association and the American Public Health 
Association. In addition to the members of the Joint 


Committee whose names appear at the end of the 
statement, mention should be made of the fact that 
Raymond M. Hilliard and the late J. W. Mountin, 
M.D., also served on the Committee at the beginning 
of this project. 

The American Public Welfare Association, with this 
publication, is at the threshold of increasing activities 
in the field of public medical care. A full time medical 
care consultant has been added to the APWA staff. 
With staff time now available, the Medical Care Com- 
mittee, which has seen the need for much activity in 
health care, can recommend to the Association steps 
to be taken in advancing the organization and ad- 
ministration of medical care programs under welfare 
department auspices. In addition to continuing its 
present activities in the health field, the Association 
will now be able to offer consultation service to state 
and local public welfare departments, to prepare re- 
ports and other publications of help to the member- 
ship, and to share in joint research and other projects 
relating to medical care with the APHA Sub-Com- 
mittee on Medical Care. The Association may also, 
if staff time permits, stimulate and assist with pilot 
projects in selected state or local communities where 
public welfare departments are willing and able to 
try out experimental methods for study and research 
purposes, or where the public health and public wel- 
fare departments agree to cooperate with an APWA- 
APHA medical care team in demonstrating on a 
cooperative basis new approaches to medical care 
administration. 

The Medical Care Committee is sure that the mem- 
bership will find the joint statement useful. The 
Committee, in cooperation with the Joint Committee 
of APHA and APWA, will be working during the 
next year on the most effective ways to implement 
the statement. 


T. J. S. Waxrer, Chairman, 
Medical Care Committee 


Reprints of “Tax-Supported Medical Care for the Needy” are available at 


the Association office. Price: 25¢ each, with a 10°/, discount on orders of 


10 to 24 copies, and a 20% discount on orders of 25 copies or more. 
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TAX-SUPPORTED MEDICAL 


CARE FOR 


THE NEEDY 


A Statement of the Joint Committee on Medical Care of the 


American Public Health Association and the American Public 


Welfare Association! 


This report has been approved by the Committee 
on Administrative Practice of the American Public 
Health Association upon recommendation by the 
Subcommittee on Medical Care. It has been approved 
by the Board of Directors of the American Public 
Welfare Association upon recommendation by the 
Committee on Medical Care. 


, INTRODUCTION 


HE RESPONSIBILITY of government to assure the 
TT enstaity of medical care to those unable to 
purchase or otherwise obtain it for themselves is 
now widely accepted in principle. Increasingly this 
responsibility has been translated into programs of 
general medical care? for needy individuals and fam- 
ilies. Despite limited funds and personnel as well as 
uncertainty as to the most effective methods, progress 
has been made and valuable experience gained. This 
trend results from the advances of medical science and 
practice which have made it unnecessary for society 
to tolerate a substantial part of the human and eco- 
nomic losses due to illness. At the same time medical 
practice has become more complex and expensive be- 
cause of these advances, thereby making it difficult for 
many individuals to finance the increasing cost of 
medical care. 
Parallel to this development of publicly supported 


1In 1939 the American Public Welfare Association published and 
distributed widely a statement on Organization and Administration 
of Tax-Supported Medical Care. Many significant developments 
since that time have made a revision and expansion of that state- 
ment desirable. At the same time the growing interest and experi- 
ence of public health departments in medical care, together with the 
closer cooperative relationship between public health and public 
welfare, led the Joint APHA-APWA Committee to undertake this 
revision in behalf of both organizations. 


®The term “medical care” as used in this statement refers not 
only to physicians’ care but to all types of services furnished to 
individuals which may be required for prevention, diagnosis, treat- 
ment and rehabilitation, such as hospital care, nursing services, 
dental care, laboratory services and so forth. 


medical care for individuals on the basis of financial 
need, frequently administered as a part of the public 
welfare program, has come an unprecedented develop- 
ment of public health programs to safeguard com- 
munity health, to prevent and control specific diseases, 
and to provide personal health services for specific 
groups for whom the community has accepted par- 
ticular responsibility. Thus the area of governmental 
responsibility for the health of its citizens has broad- 
ened in two general directions complementary to each 
other. 

The development of general medical care programs 
for needy individuals has been advanced by the pas- 
sage of the Social Security Act Amendments of 1950* 
which among other provisions authorize, for the first 
time, the use of federal aid to the states for the direct 
purchase of medical care for assistance recipients. 
Hitherto, under the public assistance provisions of the 
Social Security Act, the federal government assisted 
the states with funds for cash payments to needy per- 
sons age 65 and over*, the needy blind®, and de- 
pendent children®*. The new amendments expand the 
area of federal aid to states by adding a fourth group 
of needy persons for whom federal financial aid is 
available, the permanently and totally disabled’. The 
amendments also permit for the first time use of fed- 
eral funds for recipients of federal-state assistance who 
are patients in public as well as in private medical 
institutions other than those for mental diseases and 
tuberculosis. Even though the federal share of funds 
authorized under the 1950 amendments remains limi- 
ted®, many states are revising their present medical 


*Public Law 734—81st Congress. 

‘Title I, Old-Age Assistance. 

*Title X, Aid to the Blind. 

®Title IV, Aid to Dependent Children. 

*Title XIV, Aid to the Permanently and Totally Disabled. 

®The federal government will pay its share of the total of the 
cash assistance and medical expenditure for a recipient up to the 
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care programs, exploring the possibilities of expanding 
their programs under the new law, and considering 
how state and federal resources may best be used to 
meet the medical requirements of needy people. 
This new legislation focuses attention on many long 
standing questions of policy and professional relation- 
ships including cooperation between public health 
and public welfare departments in the administration 


of general medical care. This joint statement has been 
issued by the American Public Health Association and 
the American Public Welfare Association to advance 
understanding of common public health and public 
welfare interests, to encourage the development of 
effective patterns of cooperative relationship, and to 
set forth general principles applicable in the admin- 
istration of medical care programs for the needy. 


THE PERSONS TO BE SERVED 


NDIVIDUALS MAY REQUIRE public aid in obtaining 
| needed medical services when they have exhausted 

their personal resources and hence require public 
assistance to meet all their basic needs including med- 
ical care®. In addition individuals who are normally 
self-supporting may find expensive medical care re- 
quirements too great a burden for a small budget. 
Persons seeking public aid under these latter condi- 
tions are often designated as “medically needy”’® or 
“medically indigent.” 

There is no sharp line of demarcation, however, 
between public assistance recipients and the “medi- 
cally needy.” Actually the difference is one of circum- 
stances rather than of individuals and many persons 
on assistance rolls are receiving assistance only for 
medical care. Furthermore, a low-income family may 
be “medically needy” in the early stages of a chronic 
disease affecting the breadwinner, yet in a few months 
the family may become wholly dependent on public 
assistance because the disease has progressed to dis- 
ability, earning power has been cut off, and savings 
have been exhausted. Such a family may again be- 
come “medically needy” if the disease responds to 
treatment and the breadwinner is able to resume an 
occupation but still does not earn enough to pay for 
medical care. 
following ceilings: $55 a month for the aged, blind, and disabled; 
in aid to dependent children cases, $30 for the first child in a 
family, $21 a month for each additional child in the family, and 
$30 for the relative with whom the children are living. 

*Often the need for public assistance itself arises from illness. 
Data collected by the Bureau of Public Assistance, Social Security 
Administration, indicate that about one-fourth of all aid to de- 
pendent children cases opened for assistance in 1948-51 were in 
need because of the illness or disablement of the father and that 
about one-fourth of all cases on the rolls in 1948 were in need 
because of the premature death of the father. From one-fifth to 
one-third of the cases opened for general assistance in 1949-51— 
the proportion varying with the extent of unemployment—were 
needy because of the illness or disablement of the family earner, 
while a major but unknown proportion of recipients of old age 
assistance are incapable of productive employment because of 
chronic illness or impairment. All recipients of aid to the blind 
are by definition dependent because of their disability. 

The term “needy” as used in this statement includes the medi- 


cally needy as well as those requiring public assistance to mect 
more than medical needs. 


Similarly, changes in general economic conditions 
such as the level of employment, the cost of living, or 
the nature of local industrial production may cause 
families to shift between complete or partial depend- 
ency on public assistance, self-sufficiency for all but 
medical needs, and complete self-support. Thus a 
family which requires assistance in time of unemploy- 
ment might, on re-employment of the family bread- 
winner, become entirely self-supporting. The same 
family, however, might later find it necessary to seek 
public aid for certain medical needs under conditions 
of fixed income and rising costs. 


It is important to recognize that medical need in- 
volves a relationship of personal resources to the cost 
of a particular illness and may therefore occur in al- 
most any family if the illness is sufficiently costly. 
Very few families, for example, can afford to pay 
the costs of long-term hospital care for chronic disease. 

In actual practice, eligibility for service in medical 
care programs for the needy varies greatly in different 
communities, depending on the following factors: 


1. The terms of the legislation under which the 
program operates. Many state laws specify in detail 
the factors which determine eligibility, such as the 
amount of property a person may own, the extent 
to which his near relatives must help him, and the 
degree to which his resources must be depleted be- 
fore he is eligible for public aid. Moreover, financial 
aid under many state laws is limited to particular 
groups like the aged, blind, permanently disabled, 
or dependent children. Most states also apply a 
residence requirement. 


2. The availability and adequacy of the funds 
provided by federal, state and local sources to 
finance the service. No administrative device can 
compensate for funds inadequate to meet the total 
need. Inadequate funds mean that eligibility re- 
quirements must be more stringent to reduce the 
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number of persons served, or services must be cur- 
tailed, or the persons and institutions furnishing 
service must accept payment at less than cost or 
customary rates. 

3. The attitude of the community. The level of 
eligibility, that is, the point at which tax funds may 
be used to aid an individual or family, cannot be 
higher in the long run than community opinion is 
prepared to accept. In medical care programs the 
attitude of those providing the service also influ- 
ences community opinion. 

4. The administrative practices of the agency de- 
termining eligibility. These practices are usually 
determined primarily by the three preceding fac- 
tors. Precedents in policy or practice as well as 


philosophy and competence of staff are also in- 
volved. 

5. The availability of medical facilities. The 
availability of facilities inevitably, if indirectly, in- 
fluences decisions on eligibility. Where facilities and 
services are inadequate, the administrative agency 
must perforce limit eligibility for such services. 
Thus a realistic approach to tax-supported medical 

care programs involves a recognition of limiting fac- 
tors in the determination of eligibility. However, the 
recognition that such limitations exist should not ob- 
scure the crucial fact that such programs are not ade- 
quate as long as any person requiring available medi- 
cal care is deprived of its benefit because of inability 
to pay for it. 


CONCEPT OF GOOD MEDICAL CARE 


maintaining standards that conserve health and 

enable individuals to continue normal family life 
and community relationships. Effective action to con- 
serve the health of needy persons requires attention to 
all conditions affecting the health of the individual, in- 
cluding such non-medical factors as adequate housing, 
nutrition, education, and recreation as well as medical 
care and other health services. 

Medical care is essential for individual well-being. 
Its objectives include the promotion of health, the 
prevention of disease and disability, the cure or miti- 
gation of disease, and the rehabilitation of the patient. 
Medical care for needy as well as other persons must 
be geared not only to treatment of disease but also to 
preventing its occurrence or progress. For those needy 
persons who are already disabled, all possible use 
should be made of rehabilitation services so that indi- 
viduals may be restored to productive living, may 
cease to require the continued services of other mem- 
bers of the family, and may be enabled to live as use- 
ful and happy lives as possible within the limitations 
of their disabilities. 

Communities have strong financial incentives to 
develop effective medical care programs for the needy. 
Good medical care can prevent much disability and its 
resultant dependency. Well developed rehabilitation 
services can restore many disabled persons to social 
effectiveness. For relatively small financial outlays, 
communities can substantially reduce the heavy bur- 
den that results from long-time support of the many 
individuals made dependent by disease. 

“Good” medical care should meet both quantitative 


Pris AID is increasingly recognized as a means of 


and qualitative standards. Quantitative adequacy in- 
volves comprehensiveness and balance; this implies 
the provision of all necessary services in sufficient 
amounts, for the required period, and with effective 
timing. Essentials for such quantitative adequacy 
include: 

1. Participation of medical, dental, nursing, lab- 
oratory, social service, and other supporting per- 
sonnel sufficient to provide the full range of modern 
scientific care. 

2. Provision of care in home, office, clinic, health 
center, general hospital, or specialized institution, 
according to the best interest of the patient. 

3. Availability of essential drugs, appliances, and 
other aids. 

4. Application of all relevant services to illness, 
injury and defect, as well as preventive care for the 
apparently healthy. 

Qualitative adequacy refers to the actual content of 
the services furnished, that is, the degree to which 
they reflect the highest standards of medical knowl- 
edge and practice. The components of qualitative 
adequacy may be summarized as follows: 

1. Able, well-trained, and efficiently functioning 
personnel. 

2. Facilities and equipment which meet high 
technical standards. 

3. Services which encompass the best knowledge 
of modern science, which emphasize personal atten- 
tion and coordination of medical and social treat- 
ment, and which are effectively organized for 
continuity and consistency of care. 

It is evident that quantitative and qualitative ade- 
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quacy are interrelated and are, in addition, dependent 
on the following basic factors: 

1. Adequate financial arrangements, making pos- 
sible the timely provision of all indicated services 
without economic or administrative deterrents for 
patients or practitioners. 

2. Sound administrative organization and opera- 
tion, designed to promote efficiency and economy of 
service. 

3. Education of the persons receiving care as to 
the wisest and most efficient utilization of all avail- 
able services. 

In the provision of medical care to needy persons, 
agencies should protect the rights and dignity of the 
patient at all times. Through educational material 
eligible persons should be informed of the specific 
medical services to which they are entitled, when and 
where they are available, and how to go about obtain- 
ing them. Patients should receive personal attention; 
care should be reasonably accessible and prompt, and 
should be provided under acceptable conditions. The 
confidential nature of information regarding patients’ 
illnesses should be safeguarded. Adequate machinery 
should be established for receiving and hearing com- 
plaints lodged either by the recipients or the provid- 
ers of service. There should be no discrimination in 
the provision of services on the basis of color, national 


origin, political belief, or religion. 

It is recognized that the scope, quantity, and quality 
of medical services for the needy are frequently in- 
adequate at the present time. Financial and statutory 
limitations often make it difficult to provide essential 
elements of qualitative adequacy in such programs. 
In addition shortages of personnel and facilities, espe- 
cially for rural populations and minority groups, and 
the nationwide dearth of facilities for long-term illness 
and rehabilitation represent very serious restrictions 
on the resources available to such programs. It is 
important, however, to provide the maximum that is 
feasible through the use of existing resources and to 
extend and improve services as rapidly as financial 
and medical resources become available. 

The problems involved in providing medical care 
for the needy therefore cannot be solved in isolation 
from the general problems of medical care for the 
population as a whole. There is recognized need for 
blanketing the entire nation with public health units, 
adequately staffed and financed to provide the full 
range of public health services’’; for expanding the 
hospital construction program, particularly in terms 
of regionally coordinated networks of facilities; and 
for increasing the supply of well-trained physicians, 
dentists, nurses, and other necessary personnel. 


COMMON INTERESTS OF HEALTH AND 
WELFARE DEPARTMENTS 


HE ADMINISTRATION of programs of medical care, 

in which such care is furnished by the govern- 

ment on the basis of individual or family financial 
need, cuts across the normal division of responsibilities 
between public health and public welfare. The field 
of public welfare includes those governmental pro- 
grams designed to meet the basic needs of families or 
individuals whose personal or family resources are 
insufficient or exhausted, and for whom other com- 
munity resources are not available. Medical care is 
obviously one of the basic requirements of a needy 
family and, hence, a welfare concern. Public health 
is concerned with the discharge of governmental re- 
sponsibility for the protection and improvement of 
community health, and it is increasingly clear that 
no sharp distinction can be made between “com- 
munity” and “individual” health. Public health, pri- 
marily concerned with prevention, has found the 
problems of prevention and treatment increasingly 
interrelated, and has therefore become concerned with 


the availability of medical care. 

By the nature of their responsibilities, therefore, 
both public welfare and public health agencies have 
a deep concern with any tax-supported program fur- 
nishing medical care to persons on the basis of finan- 
cial need. This common interest makes it especially 
important that public health and public welfare de- 
partments at every level of government develop a clear 
understanding not only of their responsibilities and 
relationships under present law but also of the his- 
torical development of their respective interests in the 
field. An understanding of the evolutionary process 
in public health and public welfare is, in fact, essen- 
tial to an understanding of the relationship between 
them as it affects medical care for the needy. 





"See Inter-Association Committee on Health “Statement on 
Local Health Units” (Journal of the American Medical Association 
146:836, June 30, 1951) and “The Local Health Department- 
Services and Responsibilities” (American Journal of Public Health 
41:302, March 1951). 
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Historica, BacKGRoUND 


UBLIC WELFARE and public health move toward 
Pcaahies ground from widely divergent historical 
backgrounds. Public welfare is rooted in the English 
Poor Laws which early in the seventeenth century 
established governmental responsibility for aiding in- 
dividuals in distress, albeit in what we now regard as 
a niggardly, demeaning and frequently punitive way. 
Public health has its historical roots in the long recog- 
nized necessity of invoking governmental authority 
to protect the community against the spread of com- 
municable disease. From these limited beginnings, 
the increasing interdependence of individuals living 
in a highly industrialized and urbanized society has 
brought major advances in both areas of governmental 
responsibility for individual well being. 

Public welfare has moved in the direction of a 
broader concept of the conditions under which per- 
sons are entitled to receive public aid. The growth of 
democratic concepts brought a greater respect for 
individual rights and dignity, while the scientific ap- 
proach to social problems and human adjustment 
stimulated a professional approach to social work. 
These developments have in turn led to a higher 
standard of public aid itself, a broader concept of 
the basic essentials of life to which individuals are 
entitled by reason of their own productive effort or, 
when that fails, through community guarantees. A 
third major trend has involved increasing emphasis 
on the use of governmental mechanisms, including 
contributory insurance and direct public services, to 
prevent want or social dependency before it occurs. 

This developing concept has involved a dual ap- 
proach by public welfare to medical care. Medical 
care is recognized as an essential component of even 
a minimal standard of living and hence an indis- 
pensable part of the basic necessities furnished assist- 
ance recipients. Moreover, to the extent that ill health, 
whether temporary or chronic, is a major cause of 
dependency today, the provision of medical care con- 
stitutes a sound investment of public funds in the 
prevention of dependency. For both of these reasons 
public welfare has become increasingly concerned with 
medical care. 

Public health has also been undergoing a definite 
evolutionary trend toward a broadened concept of 
governmental responsibility. Whereas its earlier 
functions were primarily concerned with measures 
related to community sanitation and regulatory con- 
trol of infectious diseases, public health activities 
have increasingly entered the area of services directly 
concerned with the personal health of individuals. 


With advances in medical science, the arbitrary line 
between prevention and treatment has narrowed and 
the distinction between community and individual 
health has become less sharply defined. Society has 
increasingly placed on public health an obligation to 
assure the availability of essential health services. This 
trend has been translated into broadened programs of 
prevention, diagnosis, and treatment for the principal 
communicable diseases; programs for the protection 
of the health of mothers and infants; school health 
programs; health education; and programs for the 
prevention, detection, and correction of dental, visual, 
hearing, and other defects. 

Health departments also provide an increasing 
range of services designed to help control such chronic 
diseases as cancer, heart disease, diabetes, arthritis and 
rheumatism, and to rehabilitate children crippled by 
orthopedic, cardiac, orthodontic, and other conditions. 
Programs have been developed in the fields of mental 
hygiene; hospital planning, construction and licen- 
sure; hygiene of the aging; as well as, in some states, 
general medical care for needy individuals. In admin- 
istering these various programs, health departments 
have established standards for the participation of 
medical care personnel and facilities which can be 
useful guides to public welfare agencies providing 
medical services. 

Thus, at the same time that public welfare was 
necessarily becoming more and more concerned with 
medical care for needy persons, public health was 
moving inevitably from environmental health and 
communicable disease programs toward concern with 
the medical needs of individuals. These converging 
interests, implemented with new legislation and 
broadening public support, can be a source of 
strength if they result in an effective pooling of ex- 
perience, skill and planning as well as cooperative 
program operations. 


PATTERNS OF COOPERATION 


T THIS TIME no single pattern of responsibility for 
A the provision of medical care to needy persons is 
either possible or desirable. Federal grants-in-aid as 
well as other factors have stimulated a vigorous and 
wide-spread development of state and local health 
and welfare programs. At the same time one of the 
sources of strength of the American federal-state sys- 
tem lies in the fact that states and localities may adapt 
such programs to the particular needs of their own 
situation and that progress may be advanced through 
diversity and experimentation. 

Cooperation between public health and public wel- 
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fare departments will necessarily take various forms, 
depending upon the basic pattern of administration 
and the degree of development of medical services for 
the needy in a particular state or locality. These in 
turn depend on legislative enactments; the availability 
of tax funds; the division of responsibility among 
state, county and municipality; the characteristics of 
administrative organization; the availability of pro- 
fessional personnel; the stage of evolutionary develop- 
ment of each department; and community attitudes. 
The basic pattern may be one of the following: 

The responsibility for providing general medical 
care for the needy may rest with the welfare de- 
partment, in which case health department services 
constitute a “resource” to the needy. That resource 
is taken into account by the welfare department in 
determining its remaining responsibility in provid- 
ing services for needy individuals requiring medical 
care. This is the prevalent pattern in most states 
at the present time. 

The responsibility for providing general medical 
care for the needy may be vested in the health de- 
partment, as in the states of Mary!and and Wash- 
ington and in some localities**. In this case the 
welfare department refers recipients of public as- 
sistance to the health department for their needed 
medical services. 

Appropriate agreements, including financial ar- 
rangements, may also be developed whereby the 
health department administers—on behalf of the 
welfare department—the medical care program for 
needy persons. Such arrangements between welfare 
and health departments received strong endorse- 
ment from professional health organizations in a 
resolution adopted on January 7, 1950, by the six 
national associations represented in the Inter-Asso- 
ciation Committee on Health’*. This resolution 
stated in part: “Any provision to finance medical 
care for assistance recipients should permit the ad- 
ministration of the medical aspects of such care by 
public health departments and .. . . such arrange- 
ments should have the support of the six organiza- 
tions.” 

See General Medical Care Programs in Local Health Depart- 
ments. Milton Terris and Nathan A. Kramer. American Public 
Health Association, New York, 1951. 

“American Dental Association, American Hospital Association, 
American Medical Association, American Nurses Association, Ameri- 


can Public Health Association, and American Public Welfare Asso- 
ciation. 


Whatever the pattern of administrative responsi- 
bility, cooperation between health and welfare depart- 
ments is essential to effective use of public resources. 
Joint planning is a means of avoiding duplication 
and waste, filling gaps in service, and laying a sound 
foundation for the future development of programs. 

Various patterns of cooperation may be utilized. 
Thus, an interdepartmental committee may be estab- 
lished which also includes other departments with 
major responsibility for medical services such as re- 
habilitation and hospital administration. Such a com- 
mittee is most effective if it has professional staff 
service available. 

Agreements might be reached so that personnel 
with special competence could be detailed either on a 
full- or part-time basis from one department to the 
other as, for example, social workers from the welfare 
to the health department or medical administrators 
from the health to the welfare department. 

Likewise consultation should be developed between 
the departments on questions in which each has spe- 
cial competence. Thus, welfare departments might 
seek health department advice in negotiating methods 
and rates of payment for physicians’ services or hos- 
pital care. Similarly health departments might benefit 
by welfare department experience with eligibility de- 
termination. Welfare departments might request 
consultation on the medical aspects of individual 
cases, and health departments might seek assistance 
on the social aspects of patient care. 

Another area of cooperation involves referral of 
individuals between the two departments to assure 
the fullest utilization of available services by those 
who need them. Health officers should refer to the 
welfare department persons needing financial assist- 
ance, child welfare, and other social services which are 
normally provided by welfare agencies. Likewise wel- 
fare departments should refer assistance recipients 
and others to the health department for preventive 
services such as health education, public health nurs- 
ing, mass screening surveys for early detection of 
disease, and various types of clinic services. These 
may include immunization, tuberculosis, venereal dis- 
ease, prenatal, well-child, dental, orthopedic, cardiac, 
cancer, mental hygiene, speech, hearing, or other 
clinics. Health departments may also serve as a 
useful source of information regarding other com- 
munity health resources. 
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PROBLEMS AND METHODS OF ADMINISTRATION 


terns the primary responsibility for medical care 

furnished on the basis of individual, financial 
need rests with the states and their political subdivi- 
sions. The basic enabling legislation in this field is 
therefore state legislation, although most states are en- 
couraged by the availability of federal funds under the 
Social Security Act to develop their state programs in 
such terms as to qualify for federal aid. No other fed- 
eral aid is now specifically available for general medical 
care although various proposals have been made”. 

State leadership to stimulate and set standards for 
local programs is important, and in assistance pro- 
grams a state-wide plan is essential to receipt of fed- 
eral funds even though methods may vary from 
locality to locality. Minimum state-wide standards 
in medical care programs under either public health 
or public welfare auspices are desirable and should 
be such as to encourage local initiative to improve 
services. In the final analysis local health and welfare 
departments, acting in terms of the needs and re- 
sources of their own communities, are the key agencies 
in achieving public support and understanding for 
their programs. 

The federal agencies, both the Social Security Ad- 
ministration and the Public Health Service, can ren- 
der valuable aid to the states through the conditions 
and standards they are required or authorized to 
establish for granting federal aid. These federal agen- 
cies can also act as a clearing-house of information 
on state programs and assist the states by analyzing 
trends, evaluating programs, and providing expert 
advice and consultation. 


[ J TRADITIONAL American governmental pat- 


ADEQUATE FINANCING 


N A PROGRAM Of medical services for the needy the 
| fundamental importance of adequate financial sup- 
port cannot be overemphasized. The ultimate finan- 
cial savings to communities resulting from preventive 
care, early diagnosis, prompt treatment, and effective 
rehabilitation should be far in excess of the cost of 
such service. These savings can be measured in terms 
of increased productivity and reduced public outlays 


*The Public Health Service Act and the Social Security Act 
authorize grants to states for general public health purposes, for a 
number of programs for the control of specific diseases and condi- 
tions, and for improving health services to mothers and children. 
Services under these programs, to the extent they are actually 
available, constitute resources for needy as well as other persons. 
These funds, however, have not been used for programs of general 
medical care as such. 


for care of persons with chronic illness, disability, and 
dependency resulting from disease. 

Many states and localities have in the past financed 
the total cost of medical care for their own needy 
citizens and it is to be hoped that the availability of 
even limited federal help will encourage them to 
provide funds that may be needed over and above 
the amounts for which federal aid is available. The 
federal ceilings are too low to support a completely 
adequate program of medical care and no federal 
funds are available for those needy individuals who 
fall outside the four assistance categories of the Social 
Security Act. Accordingly no comprehensive pro- 
gram of medical care for the needy is possible without 
substantial state and local financing. 


How Assistance Monies Can Be Usep 


XPERIMENTATION with different methods of furnish- 
E ing general medical care for needy persons is 
highly desirable at this time in order to develop a body 
of experience, both for the administering agency and 
for the professional practitioners and agencies fur- 
nishing the service. Under the authority of the Social 
Security Act Amendments of 1950, the Social Security 
Administration recognized that federally aided assist- 
ance monies may be used in three ways to finance the 
cost of medical services, and that these methods make 
possible several types of arrangements for providing 
the service. State and local funds not subject to federal 
matching may, of course, be used through these or 
other methods but without the limitations of the 
federal act. 

Assistance monies may be used with federal par- 
ticipation to finance the cost of medical services in 
the following ways: 


1. Through money payments to assistance recipienis 
to enable them to meet the costs of medical care. 
The limited ceilings on the amount which may 
be matched with federal funds in behalf of any 
individual in any one month make this difficult 
without state supplementation. Nevertheless it is 
possible to pay small bills in this way or to make 
installment payments on larger bills over a number 
of months. 


2. Through payments to providers of medical serv- 
ices or to prepayment plans in behalf of recipients 
of assistance. The effect of limited ceilings also 
applies to this method, since federal matching is 
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available only on the portion of the “payments- 
to-vendors” which together with the cash assistance 
payment to the recipient does not exceed the 
federal maximum on monthly payments. Here 
again, however, installment payments are _per- 
missible. 
Through payments into a “pooled fund.” This is 
a way of averaging medical costs and in effect is 
a prepayment arrangement under the auspices of 
the assistance agency. The agency may maintain 
an account into which a specified monthly amount 
is paid on behalf of each public assistance recipient 
and out of which payments for services rendered 
to any recipient requiring medical care may be 
paid to the providers of service. By this device 
large bills for medical care can be paid without 
loss of federal support, for the federal matching 
is with respect to payments into and not out of 
the pooled fund. A number of welfare depart- 
ments are now considering the use of this method 
because of its fiscal and administrative flexibility. 
A pooled fund may be used to finance any of 
the four arrangements for providing service de- 
scribed below. The pooled fund method may also 
be applied to a cooperative arrangement in which 
the welfare department designates the health de- 
partment as its agent insofar as the actual pro- 
vision or arrangement for the provision of medical 
care to assistance recipients is concerned. The 
health department would then make the necessary 
arrangements with professional practitioners and 
institutions. 


Ue 


ARRANGEMENTS WITH PROVIDERS OF SERVICE 


E METHODS DESCRIBED above for financing the costs 

of medical care make it possible for the adminis- 

tering agency to choose among several types of ar- 

rangements with practitioners, groups, or institutions 
that provide services: 

1. Arrangements may be made, on an_ individual 
or group basis, with practitioners, hospitals, and 
other agencies to reimburse them for authorized 
service furnished to assistance recipients on the 
basis of agreed upon schedules. 

2. The responsible department may itself provide 
medical care through the employment of physi- 
cians and other health personnel on either a full- 
or part-time basis. Federal participation in this 
type of arrangement is only possible in agencies 
that finance the arrangement through a pooled 
fund. 

3. The responsible department may, where practica- 


ble, purchase protection for eligible assistance re- 
cipients from voluntary insurance plans such as 
Blue Cross, Blue Shield or group practice plans 
on a premium payment basis. This method would 
utilize an established community machinery in- 
volving a minimum of new negotiations between 
the purchaser and provider of service. It could 
tend to minimize any distinction of treatment be- 
tween those receiving public aid and those for 
whom protection is financed in other ways. Pre- 
payment plans, however, have been somewhat re- 
luctant to cover assistance recipients because of 
a belief that they constitute an adverse risk. More- 
over, the protection provided by many prepayment 
plans does not cover the total cost of service fur- 
nished, particularly with respect to physicians’ 
services, and rarely includes all types of medical 
care required by needy persons. Usually such 
plans exclude care for pre-existing conditions, place 
limits on the length of hospital stay covered, and 
in other ways restrict the care that may be paid 
for through this method. Such arrangements 
would represent an economical use of the tax 
dollar only if the cost of administration and pro- 
vision of services by the insurance plan does not 
exceed the cost incurred in a plan of direct govern- 
mental payment for services or direct government 
provision of care. Needy persons for whom pro- 
tection is purchased under existing plans should 
be treated in the same way as other insured persons 
and identical identification cards should be issued 
to them. 


4. The agency may arrange for the purchase of 


medical services for assistance recipients directly 
from medical societies or similar professional or- 
ganizations. This plan has been tried in certain 
counties in Kansas"”, the city of Toledo, the county 
of Pueblo, Colorado, and elsewhere. Here as in 
the case of the prepayment plans, it is important 
that the contractual obligations between the public 
agency and the private group be carefully drawn 
so as to protect the recipient, the agency or indi- 
vidual rendering the service, and the taxpayer. 
While this type of arrangement may assist the 
public agency in some problems of professional 
relationships, it may assign inappropriate respon- 


See Medical Care in Public Assistance 1946, State Reports pub- 
lished by the Bureau of Public Assistance, Social Security Admin- 
istration, Federal Security Agency. Medical care programs of the 
following states are also described: Oregon, New Hampshire, 
Illinois, Nebraska, South Carolina, Indiana, Connecticut, Maine, 
Wyoming, New Jersey, North Dakota, North Carolina, West 


Virginia, Texas, Michigan, Pennsylvania, Minnesota, New Mexico, 
and Massachusetts. 
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sibilities to professional societies by involving them 
in the field of public administration. 

Under any of these arrangemenst, adequate reports 
on the number and kinds of services provided should 
be made to the governmental agency financing the 
services and the interests of the patient should be 
safeguarded through adequate periodic review of the 
quantity and quality of care provided. 


DETERMINATION OF ELIGIBILITY 


ERSONS MAY BECOME eligible for tax-supported gen- 
Peral medical care on the basis of need when their 
personal resources are inadequate to meet their med- 
ical needs and no other community resources such 
as those of official or voluntary health agencies are 
available to them. As explained in a previous section 
they may become eligible for medical care as part of 
the over-all public assistance program or through 
programs developed under separate legislation and 
financing, administered by health, welfare, hospital, 
or other departments. 

In the former case the standards applicable to any 
category of public assistance would apply regardless 
of whether the applicant needs complete maintenance 
or medical care alone. Where medical care for the 
needy is provided through a separate program, the 
standards of eligibility for medical care may differ 
from those for public assistance. In such instances 
persons already receiving public assistance are gen- 
erally referred for medical care without further in- 
vestigation of their financial circumstances. Persons 
applying only for medical care should probably have 
their eligibility determined by the public agency 
legally responsible for the program. If more than one 
public agency is involved, eligibility may have to be 
determined by one and services provided by another; 
but both administrative functions should be carried 
out under policies, regulations and procedures devel- 
oped after full consultation between the agencies. 

Whatever the pattern or level of eligibility, certain 
principles are fundamental to any medical care pro- 
gram based on a determination of individual financial 
need: 

1. The determination of financial eligibility should 
be a means of identifying those for whom legally 
established public programs are intended, and 
should not be so administered as to be a barrier 
to needed aid. 

2. The determination of eligibility should be made 
by the public agency through appropriately trained 
and competent personnel and not by the physician, 
dentist, hospital, or other provider of service. 


3. The determination of eligibility should take into 
account not only the type, length and costs of ill- 
ness but also its effect on the family’s financial 
resources. 

4. The standards of eligibility should be applied 

equitably to all applicants within the jurisdiction 

in which the program operates. There should be 
no discrimination on the basis of color, national 
origin, political belief or religion. Exclusion on 
such grounds as residence, citizenship, or settle- 
ment should be eliminated as rapidly as feasible. 

Funds should be so budgeted that service will be 

available on the same basis throughout the fiscal 

year. 

Applicants should be treated with respect and con- 

sideration; the financial investigation and records 

relating thereto should be confidential; eligibility 
decisions should be made promptly; and the appli- 
cant should have the right to file complaints when 
aggrieved and to appeal against adverse decisions. 


VI 


MetuHops To Promote Quatity oF Care 


HE AGENCY ADMINISTERING a medical care program 

for the needy has a basic responsibility for assur- 
ing that the care provided meets high standards. It 
is essential that hospitals and other facilities be uti- 
lized not only with questions of cost in mind but 
also with careful consideration for the quality of care 
provided. Only those public and private facilities 
should be used which meet the standards set by ofh- 
cial agencies or, in the absence of official standards, 
by recognized professional standard-setting organiza- 
tions’®, 

The state agency responsible for hospital licensure 
should have the power to license nursing homes and 
other institutions for the chronically ill. Such licensure 
should be accompanied by an educational program, 
with the licensing agency providing consultation serv- 
ice to the institutions it is empowered to license. The 
standards for such institutions should be drawn up 
with full consideration of the social aspects of patient 
care. The experience of welfare departments in deal- 
ing with such institutions should be fully utilized in 
this connection and medical social workers, nutrition- 
ists and occupational therapists should be part of the 
team responsible for the development of standards, 
the survey of institutions, and the provision of con- 
sultation services. 


In this connection it should be noted that the Social Security 
Act Amendments of 1950 require that by July 1, 1953 a state 
authority shall establish and maintain standards for institutions, if 
the state plan includes payments to individuals in private or public 
institutions. 
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The use of organized services such as those pro- 
vided by hospitals and clinics is advantageous from 
the viewpoint of quality of care in that they afford 
easy access to the services of specialists and consultants 
and to X-ray and laboratory facilities. Wherever pos- 
sible, preference should be given to the use of insti- 
tutions that are afhliated with medical schools, meet 
the requirements established by the Joint Commission 
on Accreditation of Hospitals’*, or otherwise give 
evidence of providing services of good quality. Stand- 
ards used for evaluating clinic and hospital services 
should include criteria relating to the amount of pro- 
fessional time available for each patient, the degree 
to which personal attention is given, and the emphasis 
on consistency and continuity of care. 

The employment of county or city physicians to 
furnish medical care to the needy has certain ad- 
vantages if well administered. However, it has par- 
ticular limitations with respect to quality of care since 
such physicians usually function independently of or- 
ganized facilities and often lack consultation, X-ray 
or laboratory services. Where such physicians are em- 
ployed they should be appointed on a merit basis, with 
high standards of professional qualifications, and they 
should work in close association with organized facili- 
ties under competent professional supervision. ; 


Fee-for-service arrangements likewise present prob- 
lems in relation to quality. Even though such pro- 
grams are open to all practitioners and provide for 
free choice by the patient, it is not uncommon to 
find—especially where fees are low—that a few physi- 
cians, often the less competent ones, may be providing 
care for a majority of the patients. In addition, meth- 
ods of assuring quality of service in such programs 
are difficult to establish. To maintain quality, fees 
should be adequate and definite qualifications for 
participating practitioners should be established. The 
agency should not continue to utilize the services of 
practitioners who consistently provide care which fails 
to meet professionally recognized standards of quality. 

An important method of improving the quality of 
care in such programs is to make diagnostic referral 
and consultation services available. For example, in 
Washington, Montgomery and Anne Arundel coun- 
ties, Maryland, the county health department has de- 
veloped a consultation clinic in internal medicine to 
which general practitioners refer diagnostic problems 
encountered among patients in the medical care pro- 
gram. In Louisiana the welfare department trans- 
ports patients presenting difficult problems to the 
state’s general hospitals for careful study, while several 


Successor in this capacity to the American College of Surgeons. 


of the midwestern states such as Michigan, Indiana, 
Wisconsin, Minnesota, Iowa, and Oklahoma, use the 
state university hospitals for the same purpose. Health 
and welfare departments operating medical care pro- 
grams on a free choice, fee-for-service basis should 
endeavor to develop consultation centers in association 
with medical schools, teaching hospitals and other 
institutions, and should encourage physicians caring 
for patients under the program to make full use of 
such facilities. 

An interesting application of this method of de- 
veloping services of good quality is to be found in the 
medical care program operated by the Baltimore city 
health department. There the general practitioners, 
who provide home and office care for assistance re- 
cipients on a capitation-payment basis, use the services 
of area medical care clinics operated by teaching and 
voluntary hospitals. These clinics furnish a complete 
history and physical examination, including laboratory 
tests, of each assistance recipient as he enters the 
program, and send a full report of the findings to the 
practitioner chosen by the patient to serve as his 
family physician. The general practitioner is encour- 
aged to refer patients to the clinic when difficult 
diagnostic or therapeutic problems arise. The medi- 
cal care clinics in turn have available to them the full 
laboratory, X-ray, and special clinic resources of the 
out-patient departments of their respective hospitals. 

Full utilization should be made of health depart- 
ment preventive services such as active case-finding 
efforts utilizing modern devices for the discovery of 
disease. Screening procedures are now available for 
the early detection of tuberculosis, syphilis, diabetes, 
anemia, visual and hearing defects, some forms of 
heart disease and cancer, and other disease conditions 
—often before symptoms occur and at a time when 
medical care can be most effective. If followed by 
adequate diagnostic and treatment services such case- 
finding efforts will prevent much disability and pre- 
mature death. Also important among preventive 
services is health education directed toward good 
personal hygiene, including diet, and toward proper 
utilization of professional services. 

Agencies administering medical care for the needy 
should make full use of rehabilitation facilities. These 
involve a coordinated approach utilizing such spe- 
cialized skills and services as medical and surgical 
care, physical therapy, occupational therapy, medical 
social work, and vocational training and placement. 
When rehabilitation is organized on this basis, many 
disabled persons may be returned to active life, in- 
cluding partial or even full employment. 
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A major component of good quality is continuity 
of service. This requires attendance by the same 
physician, dentist, nursing team, social worker, or 
other worker, throughout the course of the patient’s 
care—as far as is practicable and desirable. It will be 
modified, of course, by the need for consultants, re- 
ferrals to differently qualified personnel, and freedom 
of choice and change on the part of physician or pa- 
tient. Nevertheless, the principle of continuity of 
care should be observed to enable the patient to re- 
ceive the benefit of coordinated management through- 
out all phases of care. One important method of 
achieving such continuity is to provide as complete 
records as possible whenever referrals must be made 
to New practitioners or institutions. 


ORGANIZATION AND STAFF 


HERE THE SIZE AND score of the program warrant, 

W ‘esponsibility for developing, supervising or ad- 

ministering a medical care program should be vested 

in an appropriate medical care unit. When such a 

unit is established, it should be adequately staffed on 

a merit basis by personnel with sufficient authority 

and professional prestige to fulfill its obligations. The 

unit may have such functions as: 

a. Developing policies, standards and procedures re- 
garding medical services in consultation with ap- 
propriate advisory bodies. 

b, Negotiating agreements and maintaining liaison 
with practitioners, hospitals and other health agen- 
cies in the community. 

c. Administering or supervising the medical care 
program. 

d. Coordinating activities with other units of the 
agency, including the maintenance of adequate 
records of services and costs and participation in 
the agency’s staff development program. 

¢. Assisting in planning and conducting research in 
which health and medical care are factors. 

A large unit should ideally be headed by a physician 
with formal training and experience in administering 
medical care, public health, or hospital programs. 
Where the size of the program warrants, the admin- 
istrative team may well include non-medical ad- 
ministrators, medical social workers, and _ statistical 
personnel. Shortages of trained medical administra- 
tors, however, may make it impossible in many areas 
to achieve this ideal. In such cases the medical care 
unit should be headed either by a non-medical ad- 
ministrator with training or experience in medical 
care administration or by a medical social worker 
who has had special training or experience in this 


field. Several schools of public health have developed 
courses in medical care administration and are in a 
position to provide not only formal education in the 
theory and practice of medical care administration 
but supervised field training as well. Agencies wish- 
ing to develop sound medical care programs should 
utilize such training centers for the development of 
suitable administrative personnel. 


Apvisory CoMMITTEES 


ip ADDITION To the quality of the agency staff, the 
success of a medical care program depends on ef- 
fective devices for securing the full cooperation of 
the groups involved: (a) the medical and related 
professions (physicians, dentists, nurses, hospital ad- 
ministrators, medical social workers, pharmacists, 
etc.), (b) governmental and voluntary health and wel- 
fare agencies, and (c) the general public. This can 
best be achieved by the creation of one or more gen- 
eral and technical advisory committees. 

The general advisory committee is one which is 
representative of broad professional and community 
interest and should therefore include representation 
from community groups such as labor, farm and 
business organizations, churches, women’s clubs and 
service clubs, as well as the health professions and 
community welfare organizations. Such a committee 
can effectively advise on general policies, standards 
and procedures, on the use of facilities, and on the 
coordination of community health and welfare ac- 
tivities. It can also serve as an important channel of 
education and interpretation. 

Technical advisory committees should include rep- 
resentatives of the specialized fields of service involved 
in the program. They may be either continuing in 
character or set up on a temporary basis to advise on 
some immediate problem. Their functions may in- 
clude professional and technical advice on policies, 
standards, and procedures in particular aspects of 
medical care; determining qualifications for partici- 
pating practitioners and institutions; interpreting the 
program to members of the professions or groups 
represented in the committee; or advising on admin- 
istrative problems in the specialized fields involved. 
The last-named function would include review of 
complaints and recommendations for disciplinary ac- 
tion required to maintain the quality of care and 
safeguard the expenditure of public funds. 

Neither general nor technical advisory committees 
should assume the administrative responsibilities of 
the agency they are set up to advise. Appointments to 
such committees should be made by the administra- 
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tive agency, preferably in consultation with the groups 
from whom representation is desired. General ad- 
visory committees should have overlapping terms of 
membership in order to assure continuity. Committee 
work should be facilitated by staff assistance provided 
by the agency. 


MeruHops AND Rates oF PAYMENT 


HERE ARE VARIOUS arrangements under which tax- 
T supported medical care may be purchased or other- 
wise provided. The fee-for-service method of payment 
involves carefully negotiated fee schedules for prac- 
titioners in which the cooperation of the professions, 
either through advisory committees or their own or- 
ganizations, is essential. A capitation basis of payment 
to general practitioners may be used, as in the plan in 
Baltimore where each physician receives an annual 
sum for each assistance recipient who has elected to 
use his services for home and office care. Communi- 
ties may also choose to provide services directly 
through the employment of physicians and other 
health personnel on part-time or full-time salary or 
on a session basis for clinic services. Whatever the 
method—fee-for-service, capitation, or salary—the rate 
of payment should be sufficient to compensate the 
practitioner adequately for the services which he 
provides. 

In general, payments for hospital care should be 
based on the actual costs incurred in providing the 
services authorized under agreements between the 
public agencies and the hospitals. The hospitals in 
return should take all necessary steps to assure that 
the costs are the minimum consistent with high stand- 
ards of care and good administrative and personnel 
practices. The costs, moreover, should be based upon 
reasonable—preferably uniform—cost accounting anal- 
yses made available to the public welfare or public 
health agencies. The effectuation of these policies will, 
of course, depend on availability of sufficient funds 
and on community acceptability of the principles in- 
volved. Lump-sum payments to hospitals unrelated 
to authorized service rendered to individuals are not 
in accord with generally accepted principles of public 
administration. Payment for clinic services should 
also be based on prior agreement as to rates of pay- 
ment and methods of referral. 


ConTROL oF ABUSES 


ARIOUS METHODs may be utilized to control eco- 
| rane abuse of medical care programs either by 
those receiving or by those furnishing the service. By 


one method developed in some areas, a statistical 
check is kept and note made of those recipients 
and providers of service who deviate markedly 
from the average experience of the area in 
any given time period. Such deviations do not 
necessarily represent abuses of the program, but they 
can be studied to determine whether they indicate a 
basis for considering that abuses occur. In some lo- 
calities it has been found valuable to use a qualified 
medical officer or a medical advisory committee to 
study individual instances in which abuse by either 
practitioner or recipient is considered a possibility, 
When abuse is discovered, the administrative agency 
should take all necessary action to eliminate it, in- 
cluding—when the abuse is serious or persistent—the 
exclusion, after a fair hearing, of the offending prac- 
titioner or institution from participation in the pro- 
gram. 


ReEcorps AND REporTs 


N EFFECTIVE MEDICAL CARE program requires ade- 

quate statistical information. It is essential in the 
first place that the characteristics of the population 
served be well established. Records should therefore 
be maintained on recipients of public assistance or 
other medical aid not only in terms of “cases”— 
which may include several members of the same 
household—but also in terms of individuals. With 
such basic information it is possible to obtain data on 
morbidity by age, sex and diagnostic classification, 
and the volume and cost of care per individual and 
per illness. The agency should have available data 
which will show how much is being spent for medical 
care per eligible client and per case, the distribution of 
this expenditure among the main items of care, the 
per capita amount of different types of care being 
provided, and the unit cost of prescriptions, eyeglasses, 
dentures, and so forth. Such information will help 
the administrators in evaluating the adequacy of the 
program, its balance, and its economy. If a depart- 
ment of welfare contracts with a health department or 
prepayment plan for the provision of such services, it 
should require from that agency the types of informa- 
tion which will make it possible to obtain the statis- 
tical data enumerated above. Where a welfare de- 
partment contracts with a health department for serv- 
ice, information should be made available on age, 
sex, and category of assistance so that the health de- 
partment may maintain records that permit evaluation 
of the services it furnishes. 
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CONCLUSION 


HE DEVELOPMENTS of effective medical care pro- 
grams for the needy is an important community 
goal since they conserve health and help make it 
possible for many individuals to continue normal 
family life and community relationships. Moreover, 
by helping to prevent the progression of disease to 
serious disability and by rehabilitating sick persons 
to social usefulness and productivity, such programs 
can save communities a significant portion of the 
burden of dependency. 
Approaching the problem from differing historical 
backgrounds and viewpoints, health departments and 


welfare departments have come to have a common 
interest in assuring that tax-supported medical care 
programs for the needy meet recognized criteria of 
effectiveness. There is now both need and opportunity 
for health and welfare departments to work in close 
collaboration, planning jointly for program adminis- 
tration and development, and bringing together their 
special skills and resources in the interests of improved 
medical care, high standards of administration, and 
economical use of public funds in this essential field 
of community service. 
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California Plans for its Aging Population 


by CHARLES I. SCHOTTLAND, Director 
California Department of Social Welfare 


ROM ALL corners of the state they came to Sacra- 

mento, the state’s capital—in response to individ- 

ual invitations issued by his Excellency, Earl 
Warren, Governor of California, to attend the Gov- 
ernor’s Conference on the Aging on October 15 and 
16, 1951. People came not only from every part of 
California, but also from other states—from New 
York, Nevada, Oregon, Washington, Washington, 
D. C., and from as far as Denmark. 


PurprosE oF CONFERENCE 


veR 2500 ciT1zENs came to Sacramento at their own 
0) expense, as representatives of public welfare agen- 
cies, elected officials, medical and health professions, 
educators, private social welfare agencies, management 
and labor, organizations composed of aged persons, 
the clergy, women’s clubs, recreation agencies, bar 
associations, mental hygiene groups, veterans’ organi- 
zations, fraternal orders, farmers, architects, service 
clubs, etc. 

The delegates came to learn as well as to contribute. 
They learned, for example, that California was not a 
special mecca for old people. The truth is that many 
come to California and some of them are old. Only 
11 states in the Union have a total population today 
that exceeds the population increase of California be- 
tween 1940 and 1950 alone. As for old persons, only 
8.2°% of that population is 65 years of age or over 
which is exactly the national average. 

This conference was in keeping with an established 
policy of Governor Warren, that of holding statewide 
citizens’ conferences on statewide social and economic 
problems. Similar conferences had been previously 
held on Mental Health, Employment, Children and 
Youth and the Care of the Senile Patients in State 
Hospitals. It is Governor Warren’s firm conviction 
that good government stems from the people and that 
citizens can help the state administration by bringing 
to bear upon the problems of the state, citizen par- 
ticipation and thinking as well as experience from the 
grass roots. The Governor specifically instructed the 
organizing committee to develop a truly democratic 
public forum of the town meeting type at which 


everyone would have an opportunity to express his 
point of view and to offer suggestions. 


MeEtHops OF ORGANIZATION 


I MAY BE OF SOME VALUE to those planning to hold 
L' similar conferences to discuss something of the 
method by which the conference was organized. The 
Governor set up a staff committee of the heads of 
state departments with the Director of the State De- 
partment of Social Welfare as Chairman. 

The next step was the setting up of a Citizens’ Plan- 
ning Committee. The members of the Governor’s 
Staff Committee nominated persons to serve on the 
Citizens’ Planning Committee from which Governor 
Warren made the final selections. Thus on March 8, 
1951 there gathered a group of 75 citizens from all 
over California, representing various groups and 
opinions. The scope and content of the Conference 
program was determined after an all day session that 
was replete with argument and searching inquiry. 
One of the most interesting and warmest discussions 
which lasted for more than an hour, was centered 
around the decision as to whether the Conference was 
to be concerned with the aging or whether an arbi- 
trary age limit should be set and only the problems 
and needs of those over 65 years of age be considered 
as the proper scope of the Conference. The ultimate 
decision was that the Conference would be most help- 
ful and effective if its program considered the “aging” 
rather than the “aged.” 


Divisions AND SECTIONS 


HE Citizens’ PLANNING Committee decided that the 

Conference program should be set up on the basis 
of ten major divisions. These were: community or- 
ganization, education, employment opportunities, 
housing and living arrangements, income mainte- 
nance, mental health, physical health, recreation, social 
welfare services, and research. It was agreed that each 
division would have a chairman who was not a state 
official and a coordinator who was to be a staff mem 
ber of the state department whose work was most 
closely related to the division’s subject matter. Further 
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discussion led to the agreement that the major divi- 

sions would be divided into 22 sections in order to 

facilitate discussion. Sections were established as 

follows: 

Section 1—Community Programs for Small and 
Rural Communities 

Section 2—Community Programs for Medium Sized 
Communities 

Section 3—Community Programs for Large Cities 

Section 4—Education of the Aging in Connection 
With the Economic Problems of Older 
People 

Section 5—Education for the Physical and Mental 
Health of Older People 

Section 6—Education for Leisure Time Interests of 
the Aging 

Section 7—Providing Employment Opportunities for 
Unemployed Older Workers 

Section 8—Achieving Continuing Employment for 
Older Workers 

Section 9—Special Barriers to the Employment of 
Older Workers 

Section 10—Public and Private Housing 

Section 11—Institutional Care Facilities 

Section 12—Private Pension Plans 

Section 13—Public Insurance 

Section 14—Public Assistance 

Section 15—The Individual and the Family 

Section 16—Community and State Programs 

Section 17—Prevention of Disease Among the Aging 

Section 18—Providing Medical, Hospital, and Related 
Services for the Aging 

Section 19—Professional Education and Research on 
the Health Problems of the Aging 

Section 20—Recreation for Older People 

Section 21—Individualized Services for the Aging 

Section 22—Problems in Social Living 


The Committee then agreed that each division 
should have a program committee to determine the 
scope and extent of division and section coverage. It 
was also recommended that no state employees should 
be selected as section chairman; emphasis was placed 
on the importance of using competent lay citizens in 
this capacity. The Committee ended its preliminary 
work with the unanimous endorsement of Governor 
Warren’s choice of Adrian Falk as Conference Chair- 
man. Mr. Falk has contributed much to the general 
welfare programs of the state as president of a large 
business enterprise, a former president of the San 
Francisco Community Chest and President of the 
California State Chamber of Commerce. He has 
achieved national as well as state recognition of his 


leadership. 

Probably one of the outstanding achievements of 
the Citizens’ Planning Committee was its decision as 
to how the Division on Research should function. In- 
stead of having discussions on research problems run- 
ning concurrently with the other 22 section meetings, 
members of the research division were assigned to 
each of the 22 section meetings as observers in order 
to obtain a complete inventory of the research prob- 
lems and needs in the entire field. The Division of 
Research met after the Conference and formulated a 
comprehensive research program. I believe this use of 
a research group establishes a new concept in confer- 
ence technique. 


Discussion TECHNIQUES 


NE OTHER ORGANIZATIONAL plan which deserves spe- 
0 cial mention was the care taken by the Conference 
staff to encourage complete freedom of discussion as 
well as opportunity for the widest possible participa- 
tion by the delegates. Each section had a panel of 
specialists in its assigned field to serve as resource peo- 
ple, to answer technical questions and to spark the 
discussions from the floor. Section chairmen were 
instructed to do everything possible to encourage full 
participation in the discussions. Judging from the vol- 
ume of favorable comments, from the warm discus- 
sions that ensued, and from the large number of 
pertinent recommendations, this planning was suc- 
cessful, 

In setting up the program, the Division and Section 
Program Committees and staffs were given wide dis- 
cretion. They were given merely the topic assigned 
to their sections and told to develop their programs 
around them. They were not told that their meetings 
had to adhere to any given plan, except that any plan 
they developed should encourage full and free par- 
ticipation. 

In some divisions, all sections went directly to dis- 
cussions on specialized bases. Two divisions had all 
their participants meet together for a few minutes at 
the outset. In one of these, a formal key-note address 
was presented. One division decided to meet as a 
whole first and then break up into several small 
groups which came back with specific questions and 
topics for discussion. Another section decided to start 
its discussion through the use of the socio-drama 
technique. All of these things served to keep the Con- 
ference from becoming a stilted, wearing affair. 

Another item that contributed materially to the 
success of the Conference was the use of the “cross- 
fertilization” technique. In selecting division program 
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committees and the section panel members, emphasis 
was placed on the need for getting as many points of 
view as possible represented in these groups. It was 
again pointed out that this was to be a citizens’ con- 
ference and that it would be more effective if no at- 
tempts were made to limit section planning and par- 
ticipation to specialized interests or to specific profes- 
sional groups. Emphasis was also placed on the need 
to have older persons liberally represented in these 
groups. These suggestions were accepted and used 
with the result that there was no feeling that any 
group predominated in the Conference planning or 
discussions. 


TimeE-savING Devices 


INCE THE CONFERENCE was limited to two days, the 

Conference staff had to develop methods of mak- 
ing every minute count. Two effective devices were 
developed which helped materially in avoiding the 
expenditure of large segments of time on background 
information. 

The first method was a brochure “Background In- 
formation for the Governor’s Conference on the Prob- 
lems of the Aging,” prepared by the Conference staff. 
It was divided into chapters related to the subject 
matter of the Conference divisions and one on popu- 
lation trends. The material was written in general 
terms so as to give participants an idea of the prob- 
lems and needs of the aging. It also provided some 
statistical data and information on what was being 
done in various places to meet these problems and 
needs. The material was presented on a purely factual 
basis and contained a bibliography of suggested read- 
ing material. This brochure was mailed, well in ad- 
vance of the Conference to all persons who had ac- 
cepted Governor Warren’s invitation. 

The other method used was a “pre-conference 
statement.” This statement was prepared by the staff 
of each section, with the help of an “editorial writer.” 
The material was presented as a statement of the 
problems specifically focused on the subject matter of 
the section without conclusions, pre-conceived ideas, 
or attempts to guide discussions or to suggest recom- 
mendations. Its purpose was to stimulate discussion 
and many of them actually listed a series of questions 
which might be used for starting the discussions. 
These pre-conference statements were given to the 
conference participants as they entered their meeting 
rooms. In most sections, the meetings began with the 
presentation of summaries of these statements. 

It was found, by the use of these two devices, that 
discussion was stimulated and that valuable time was 


saved by thus giving the participants objective back- 
ground data. 

Each section drew up a preliminary report before 
concluding its final meeting. This report was used as 
a basis for summary reports to the Conference as a 
whole before it adjourned. Thus the participants ob- 
tained specific knowledge of the results of the Con- 
ference without having to wait a long time for the 
official, final report. 

Almost 100 recommendations were made. They 
were well presented pertinent recommendations. They 
fully reflected the democratic character of the Con- 
ference. There were conflicting recommendations, as 
could be expected. There were minority reports. In 
fact, the findings and recommendations carried out 
to the very end the primary purpose of the Conference 
—a free, full, spirited, and purposeful discussion of the 
problems of the aging. 


CoNFERENCE RECOMMENDATIONS 


HE 22 sEcTIONS were virtually unanimous in their 
j podestonee that, insofar as possible, the responsibil- 
ity of meeting the needs and problems of our senior 
citizens starts with the local communities. 

It was quite generally agreed that retirement based 
solely on chronological age was unfair to both the 
individual and to society. There were many other 
recommendations dealing with every aspect of the 
aging problem. One of the more interesting and 
pertinent recommendations was that county welfare 
departments had responsibility to provide certain serv- 
ices to older persons. This was based on the fact that 
in many counties the only organized welfare agency 
is the county welfare department. Another recom- 
mendation was that primary responsibility for pro- 
viding an adult education program rests with our pub- 
lic schools, college and university extension agencies 
as well as libraries, social agencies, management and 
labor. 

A recommendation of vital import was that gov- 
ernment, itself, should review its employment prac- 
tices and determine that all possible effort is being 
made to employ persons in accordance with their 
abilities, avoiding discrimination solely on the basis 
of age. Another recommendation was that the Social 
Security Act should be amended to permit recipients 
of old age assistance to accept part-time employment 
to supplement their assistance payments. It was also 
agreed that the greatest good would be served by the 
coverage of all workers in one basic social security 
system and that the Federal Old Age and Survivors 
Insurance program should be declared the basic public 
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system of retirement of workers and support of sur- 
vivors of workers. 

In the field of public assistance the following rec- 
ommendations were made: 1) responsible relative 
provisions should be eliminated, 2) the confidential 
nature of records should be maintained in order to 
protect the self-respect and privacy of the aged who 
receive public assistance, and 3) the citizenship re- 
quirement should be repealed. 

Another interesting recommendation called for the 
appropriate state departments to bring to our com- 
munities educational programs designed to provide a 
better understanding of the relationship between the 
younger and older members of family groups and to 
develop resources to enable the older members of 
society to continue functioning on a self-respecting, 
useful, social and economic level. 

At a reception on the first evening of the Confer- 
ence, Governor Warren personally greeted each par- 
ticipant. Virtually every person in attendance at the 
Conference came and the Governor spent over two 
hours greeting and talking with them, 


RESULTS 


ROBABLY THE MOsT stimulating thing about the Con- 
ference, in addition to the great enthusiasm shown, 
was the follow-up. The participants went home with 
the feeling that they had really participated in a con- 


ference on an important social and governmental 
problem. That they went home resolved to follow up 
on the Conference by stimulating the development of 
programs in their home communities is now becom- 
ing more and more apparent. More than 30 Cali- 
fornia communities of varying sizes have reported 
that they have already held initial, organizing meet- 
ings for the purpose of effectuating Conference rec- 
ommendations as they related to their communities. 

On the governmental side, Governor Warren has 
established an Inter-departmental Coordinating Com- 
mittee on the Problems of the Aging. Its chairman is 
the Director of the State Department of Social Wel- 
fare and its executive secretary is the Chief of the 
Department’s Division of Old Age Security. The 
responsibilities of this committee will be to effectuate 
such Conference recommendations as concern the 
state departments and to give all possible assistance 
to local communities in the development of their pro- 
grams. 

The outlook in California is good! The citizens of 
the state have recognized the existence of the prob- 
lem. In conference they have voiced their opinions 
and have recommended certain action. Certainly the 
mail being received by Governor Warren and myself 
indicates that the after-effects of the Conference are 
real and that good, productive work is in progress. 
Thus democracy works to face and solve its problems. 
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PUERTO RICO’S CONTRIBUTION TO PUBLIC WELFARE 


by ELIZABETH WICKENDEN, Special Consultant, 


American Public Welfare Association 


NE OF THE REALLY stimulating experiences in life 

is to observe a familiar function in an unfa- 

miliar setting and even a different language. 
Meanings long obscured behind the facade of habitual 
perception spring into new perspective. Theories long 
tinkered with are here subjected to the acid test of 
practical application under extreme conditions. The 
first day I reported for duty on my short-term assign- 
ment as consultant and discussion leader with the 
Division of Public Welfare in Puerto Rico I was 
much embarrassed to realize that I did not even know 
the Spanish for “public welfare” and was therefore 
hard put to it to find my way to my destination. But 
after a rigorous two-week round of conferences with 
staff leaders, visits to public welfare institutions and 
local public welfare offices, organized discussion ses- 
sions with public welfare personnel in all parts of the 
Island, visits to some of Puerto Rico’s other social pro- 
grams, and talks with its political leaders including its 
remarkable governor, Luis Munoz Marin, and his 
warm-hearted wife who was also my old friend and 
hostess, I was, as they like to say in Puerto Rico, bet- 
ter “oriented.” I had fallen in love with the words 
‘Bienestar Publico.” “Bienestar Publico” has a lovely 
cadence to the English-accustomed ear partly because 
it contains our own lyrical English word “star” with 
all its implications of universal value and high aspira- 
tion. But in addition I had come to feel that in Puerto 
Rico new dimensions of meaning and human value 
had been added to our evolving concepts of public 
welfare. 


PouiticaL BackcrounD 


IRST LET ME TELL you something about Puerto Rico 
Fin general. I fear we continental Americans tend 
to be embarrassingly ignorant about this beautiful 
island which was once our “island possession” but has 
now become our associate in a new relationship 
evolved by their recently adopted Constitution. Puerto 
Ricans are full American citizens entitled to free 
movement within the boundaries of the United States 


and obliged to fulfill such obligations of citizenship 
as military service when required. Their political 
status is, however, unique in that they have moved 
toward self-government in terms other than the tradi- 
tional American drive toward statehood or the tradi- 
tional Latin American drive toward independence. 
Even though a highly articulate minority of Puerto 
Ricans favors independence and another group favors 
immediate statehood, the overwhelming majority 
voted for the new Constitution which gives Puerto 
Rico the status of a “commonwealth” with a maxi- 
mum of self-governing powers within the total Ameri- 
can political structure. Since this is a new political 
invention its full significance can probably only be 
realized through years of interpretation and practical 
application. But to Puerto Ricans it has a great politi- 
cal and psychological significance immediately because 
it means the end of the colonial era in its history. 

Puerto Rico’s unique political evolution has come 
about through a realistic appraisal of two basic facts 
about the Island. First is the fact that while a majority 
of the people has accepted political affiliation with the 
United States, they are equally loyal to their cultural 
heritage from Spain and hence resistant to the Ameri- 
can pattern of cultural assimilation. Earlier efforts to 
force the use of English as the primary learning lan- 
guage of the schools proved impractical and one is 
constantly aware in Puerto Rico that part of its charm 
lies in its complete Latin flavor. Despite the strong 
American influence on its political and social institu- 
tions and such familiar phenomena as the widespread 
baseball addiction, one feels that Puerto Rico wishes 
to determine for itself the rate and degree of the 
American-ness which it will absorb. It has no desire 
to be absorbed in the sense that Alaska and Hawaii 
stand eagerly on the threshold of statehood. 


BeneFits From AFFILIATION 


HIS STRONG AWARENESS Of cultural entity is, however, 
| power by an equal awareness of overwhelming 
economic problems. It is this latter reality that holds 
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in check the nationalist aspirations which so fre- 
quently accompany cultural self-determinism. Puerto 
Rico has only to look at its neighbor, Haiti, or at some 
of the Central American republics to realize that in- 
dependence is not only no automatic cure for the evils 
of poverty but might even serve to aggravate them. 
Puerto Rico has distinct economic advantages as a part 
of the American political structure. It can buy and 
sell within the tariff-protected American economy. It 
has certain tax benefits. Its people can freely migrate 
to the American mainland for temporary or perma- 
nent employment. It benefits through certain federal 
programs, such as social security, from the pooled re- 
sources of the total American economy. It is not 
obliged to burden its own economy with the mainte- 
nance of a military establishment. Thus the new Con- 
stitution reflects the desire to reconcile the advantages 
of a continuing American connection with the vitaliz- 
ing drive toward self-government and the constructive 
solution of internal problems which characterizes 
Puerto Rico today. 

Even though Puerto Rico is a poor island it is one 
of inspiring hope and activity. Its emergence from 
colonial status is primarily the product of a vigorous 
social, economic, and political forward movement of 
tremendous imagination and drive. It has not been 


weighed down by the inertia and fear of innovation 
which seem to bind so many of the under-developed 
areas of the world to their own problems. Every con- 
ceivable social invention, every new program, every 
skill that could be used to expand production, to im- 
prove levels of consumption, to conquer ignorance 
and apathy, to stimulate the drive to self-help and 
social improvement have been eagerly seized upon 
and adapted to local conditions. Thus the dead-weight 
of poverty is lightened by the hope and purposeful 
activity of a manifold, driving social effort. 


Economic ProBLEMs 


UERTO RICO is the poorest and most over-populated 

part of the United States. On its 3400 square miles, 
a mountainous area the size of Connecticut, live over 
two million people. A similar population density 
would give the United States the entire world popula- 
tion, yet the rate of increase is such that the population 
will, if unchecked, double in twenty-five years. The 
Island is poor in natural resources and over-dependent 
on a few agricultural products such as sugar and cof- 
fee. The average per capita income is under $300 as 
compared to five times that amount for the United 
States as a whole, and prices for most items are 
higher. For the visitor to the Island these statistics 
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spring to life in terms of crowded city slums, one- or 
two-room rural shacks for families of a dozen or more, 
stores stocked with little more than the beans, rice 
and codfish of the typical diet, ragged barefoot chil- 
dren, women in their middle years grown prematurely 
aged by the burden of bearing and rearing huge 
families in spirit-breaking poverty, and old people of 
incredible frailty—drawn and bent and withered to a 
degree rarely if ever seen at home. 

Yet despite these evidences of poverty the prevailing 
atmosphere of the Island is one of hope and the pur- 
poseful activity born of hope. Everywhere one travels 
there are schools, hospitals, housing projects, new fac- 
tories under construction, rural developments to im- 
prove the standard of living of the farm worker, new 
roads and other public works, and—of particular and 
natural interest to me—the ubiquitous welcoming sign 
of the local offices of “Bienestar Publico.” 


PatrERN Or IMPROVEMENTS 


HE GOVERNMENT Of Puerto Rico has approached the 
T problem of improving the lot of its people from two 
simultaneous directions. On the one hand it aims at 
raising the standard of living through a better utiliza- 
tion of natural resources and through an expansion of 
the total productive base of the economy, especially in 
the form of industrial development. Under this part 
of the program, christened by the Governor with 
characteristic pungency “Operation Bootstrap,” a Land 
Authority works to create a better distribution and 
utilization of agricultural resources, an economic de- 
velopment administration works to develop, attract, 
and—when necessary—to finance new industries, a 
water authority works to exploit the Island’s power 
potential, and the Planning Board works toward the 
conscious application of knowledge and thought to the 
solution of the Island’s economic problems. Especially 
refreshing is the absence of adherence to traditional 
dogma, either from the right or the left, regarding the 
relationship of the government to the economy, and 
an open-minded eagerness to approach overwhelming 
problems with unemotional pragmatism. 

On the other side a vast network of social services 
contributes to the immediate well-being and develop- 
ment of the people who are at once dependent on and 
contributory to this economy. The educational pro- 
gram of the Island includes not only schools for the 
young from elementary grades to the University but 
also adult education, vocational education, and a com- 
munity education program—creative and ingenious in 
character—which endeavors to feed the springs of basis 
civic responsibility and activity in the unorganized 


rural communities. The public health program with 
its network of local clinics, municipal and district 
hospitals, and specialized institutions has steadily re- 
duced the death rate and improved the general level 
of health and vigor. School lunches, public housing 
in the cities and a remarkable program of self-help 
housing in the country, supplementary subsistence 
farming, a consumer cooperative movement, and simi- 
lar activities support the level of living of those neces- 
sarily dependent on a limited cash income. Public 
welfare also belongs to this group of services. 


MIGRATION SERVICE 


ETWEEN THE TWO FIELDS of economic development 
B and social service lies the Employment Service of 
the Department of Labor which serves to direct work- 
ers to available jobs. Of particular interest here is the 
Migration Service which undertakes to facilitate the 
movement of Puerto Rican workers to available jobs 
on the mainland. Because Puerto Ricans are Ameri- 
can citizens living in an overcrowded economy with 
resultant unemployment and under-employment and 
because the United States has been suffering from 
labor shortages in certain occupations and areas, it 
has been mutually advantageous to encourage this 
migration. In the past, however, because of the strong 
magnetic attraction of the family and friends who 
have gone before, Puerto Rican migrants have tended 
to gravitate to the Puerto Rican enclaves in New York 
City. This heavy concentration in an already over- 
crowded city has created problems both for the 
migrants and the city and has aggravated the tradi- 
tional prejudice of the settled toward the newcomer 
group. The Migration Service has been attempting to 
re-direct this migration into more constructive and 
dispersed channels. Already there are substantial 
nuclei of Puerto Rican workers in such cities as Chi- 
cago, Milwaukee, Youngstown and Lorain, Ohio, 
while workers have been sent for seasonal agricultural 
jobs in many rural areas. The Migration Service of 
Puerto Rico itself employs social workers and com- 
munity organization specialists to help facilitate the 
adjustment of these workers and their families. Local 
public welfare offices, however, in the communities to 
which these newcomers are moving have a real op- 
portunity to help in their successful assimilation. 

The role of public welfare in Puerto Rico must be 
assessed in this total social and economic setting. Here 
is a poor area, under-developed economically and over- 
populated in terms of its resources, bending every ef- 
fort, applying every realizable asset to lifting the level 
of economic productivity and the level of opportunity 
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for its population. How can public welfare contribute 
to this effort? Since this is also the world problem to 
which the Point Four program of the United States 
and the technical assistance programs of the interna- 
tional agencies are directed, the answer to this question 
in Puerto Rico has wide potential applicability. More- 
over, both in Puerto Rico and elsewhere there is a well- 
argued point of view which maintains that public wel- 
fare is a luxury which only economically developed 
countries can afford. Those who argue this case main- 
tain that economic development must come first and 
social welfare programs must be deferred until the 
economy has achieved a substantial margin of surplus. 
This is a profoundly significant question for all of us 
who are concerned with the social role of public 
welfare. 


A SociaL LABorATORY 


LOSELY RELATED to this question of the place of wel- 

fare in a poor economy is the related question of 
whether theories and concepts of public welfare 
evolved in one setting can be successfully applied in 
another. Puerto Rico has proved an interesting labora- 
tory in many aspects of technical assistance because it 
is an under-developed area which has already made 
tremendous strides by assimilating and adapting to its 
own needs many ideas, programs, and techniques taken 
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from the United States. This has proved also to be 
the case in public welfare. Puerto Rican social work- 
ers have largely been educated in American schools 
of social work or in their own school which follows 
the American pattern. They belong to American as- 
sociations, eagerly attend American conferences, and 
avidly absorb American literature. The evolving con- 
cepts of the American Public Welfare Association have 
been enthusiastically applied in their developing pub- 
lic welfare program. It was, in fact, the APWA State- 
ment of Principles, now approaching final approval, 
which formed the basis for my discussion sessions with 
the public welfare staff. Moreover, under the 1950 
Social Security Act Amendments Puerto Rico has been 
receiving limited federal public assistance funds and 
must therefore conform to federal standards. Thus 
there are many pressures toward the acceptance of 
mainland methods, standards, and philosophy in pub- 
lic welfare. In a sense Puerto Rican public welfare of- 
ficials are subjected to a dual pressure: on the one 
hand they aspire to an American level of service which 
their economy cannot yet support; on the other hand 
they feel somewhat out of the main stream of basic 
economic and social development to which the Island’s 
energies are so enthusiastically dedicated. 


ContTrRIBUTIONS Or PusLic WELFARE 


N DISCUSSING THESE PROBLEMS with the public welfare 
| staff and others in Puerto Rico I became increas- 
ingly convinced that public welfare was in actual fact 
making an indispensable contribution to the “Opera- 
tion Bootstrap” concept of economic and social devel- 
opment. The fact that neither those in public welfare 
nor other Puerto Rican leaders were wholly clear or 
articulate concerning this role seemed to reflect our 
own failure to emphasize social or economic values in 
our own theories and justifications concerning the 
function we perform. We have been far too dependent 
on the sort of humanitarian justification which suc- 
cumbs easily to attack in a poverty-ridden economy 
where humanitarian values are still an aspiration for 
the majority rather than a right denied to a dependent 
or “under-privileged” minority. The case for public 
welfare in such a setting must rest upon the contribu- 
tion it makes to the dynamics of social progress for the 
many rather than the humanitarian aid it brings to the 
few. Public welfare in Puerto Rico offers an extremely 
useful case study for this approach to public welfare 
values. In the report of my observations on public 
welfare in Puerto Rico which | prepared for officials 
there I elaborated on this problem. But the conclu- 
sions which emerge from the realities of Puerto Rican 
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experience are in no way foreign to the current trend 
of American thought. Increasingly, public welfare 
functions and policies are being examined in the light 
of their value to the whole of society and not simply 
to those individuals benefiting from its services at any 
particular moment. 

One of the difficulties which confronts those en- 
deavoring to apply public welfare concepts in ex- 
tremely poor areas is the temptation to think of public 
assistance as the primary welfare function. A mini- 
mum program of public assistance has its essential 
role in a developing economy but the difficulties which 
it presents to a society in which poverty is endemic are 
well illustrated in Puerto Rico. One of the real dilem- 
mas of public welfare is the fact that the poorest areas 
have at once the greatest need, a need which is usually 
aggravated by a high birth-rate and the least capacity 
to meet that need. In Puerto Rico the coming of the 
Federal public assistance program, with its require- 
ment of prompt aid to all eligibles, has unleashed the 
tremendous potential pressure on public aid which is 
always inherent in a poor economy. Even with a grant 
level averaging a little over $8 a month and no assist- 
ance for employable cases, the eligible cases approach 
the 100,000 mark and the necessity to cut grants 
looms. Little hope for reduced caseloads in the near 
future is possible as high birth-rates continue, im- 
proved public health extends the life span, and the 
program of out-migration leaves behind a dispropor- 
tionate number of the aged, the handicapped, and the 
children who make up the assistance rolls. Assistance 
workers, performing the necessary ritual of budgeting 
family needs, are faced with the stark reality that not 
even an approximation of those needs can be met. 
The anticipated humanitarian satisfactions of their 
function are therefore constantly beclouded by the 
bitter knowledge of its inadequacy to meet the needs 
they see before them. 


Limitations Or Pustic AssIsTaANcE 


HERE ARE TWO Ways to meet this assistance dilemma 
Tis a sub-marginal economy. One is to look outside 
the economy to a broader financial base for assistance. 
This seems clearly justified in Puerto Rico where peo- 
ple should be entitled to the benefits and guarantees 
of American citizenship. It is especially justifiable in 
view of the self-reliant spirit in which the Island is 
bending its effort to the long-run solution of its basic 
economic difficulties. The present federal assistance 
aid to Puerto Ricans, limited to half of a grant under 
$15 a month as compared to the much higher aid 
available to needy Americans living in any of the 


states or territories, is unjustly discriminatory to the 
neediest Americans and cries out for speedy remedy. 
But even greater federal aid would not resolve the 
total problem. It is necessary to face the limitations on 
assistance in a poor economy with realism and cour- 
age. For if a total economy does not provide the basis 
for an adequate standard of living for the total popula- 
tion, it seems obvious that public assistance cannot 
hope to do so for those who are accepted as dependent. 
Social workers cannot, as has so often been true in the 
past, identify their interests with one segment of the 
population and fight their battles against the rest. 
Rather they must take pride in the fact that a program 
of public assistance exists at all, token of a democratic 
government's effort to spread with some measure of 
equity the burden of dependency. For without public 
assistance the total burden of supporting the aged, the 
ill, the dependent children and the unemployed falls 
upon their relatives and neighbors, usually those living 
closest to the margin of self-support. In this sense even 
an inadequate program of public assistance is an es- 
sential part of the bootstrap operation, the struggle to 
share fairly the burdens as well as the gains of a society 
struggling toward democratic goals. 


Essence Or Pusitic WELFARE 


UBLIC ASSISTANCE, however essential to a public wel- 

fare program, is nevertheless not its essence. The 
essence of public welfare is an organized system of 
social service through which is expressed the ultimate 
concern of government for the well-being of its indi- 
vidual members. Repeatedly in Puerto Rico I was im- 
pressed by the fact that the greatest asset of its public 
welfare program was not the $8 monthly payment to 
individuals, important as that is, but rather the net- 
work of local public welfare offices lying within walk- 
ing reach of every individual on the Island. To these 
offices come all the problems of individuals and 
families caught up in the complexities of a rapidly 
changing society: people in need of a service which 
they do not know where or how to find; people in 
need of a service which does not yet exist but which 
they hope the welfare workers may find a way, as they 
have so often done in the past, to initiate; people 
caught up in the complexities of migration, their own 
or that of some member of their family; people seek- 
ing help with the many problems of children in a 
changing society; people seeking every kind of service, 
a letter to be read or translated, a form to be filled 
in, an explanation to be given; new employers 
seeking advice on social and family problems; re- 
sponsible leaders concerned about a community 
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problem such as juvenile delinquency or the idle 
mischief of children without adequate vacation recre- 
ation. Here is the final repository of social respon- 
sibility, of mutual aid through the medium of 
government, the residual-pioneering concept of public 
welfare in purest application. Here is the ultimate 
supportive service, the link between society and its 
individual members that takes its approach from the 
unmet needs of those individuals. To the extent that 
resources exist or can be developed to meet those needs 
the welfare worker is the agent of the government in 
bringing them within reach of the individual. To the 
extent that they do not exist, as must so heart-break- 
ingly often be the case in an under-developed society, 
he is the ear of the government, living evidence that 
it is not indifferent, unaware, or unapproachable. Let 
no one underestimate the value to the individual 
member of society of this evidence of community 
awareness of the unresolved problems in its midst and 
let no one underestimate the essential heroism it ex- 
acts of the social worker who performs this function! 
Again and again in Puerto Rico when talking with 
these isolated workers, confronted with the seemingly 
endless individual and family problems of a poor 
society, I was reminded of the plight of a soldier who 
is left, with limited and inadequate ammunition, in 
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an exposed front-line trench and ordered to hold the 
line until reinforcements come! So public welfare 
helps to maintain the faith, courage, and adaptability 
of individuals who await the coming of the economic 
and social blessings of a full and prosperous economy. 


CoNCLUSIONS 


HUS PUBLIC WELFARE makes an essential contribu- 
i tion to a society which is endeavoring to conquer 
poverty, ignorance, and inequality of opportunity by 
expanding its productive base. Public welfare becomes 
essential as soon as a society begins to move out of a 
static, simple, agrarian economy into the more com- 
plicated social organization required by modern in- 
dustrial techniques. In such a society the basic security 
afforded by the mutual aid of family and neighbor- 
hood groups is no longer adequate, and inter-depend- 
ence spreads over the entire group. Moreover, the 
adjustments and adaptability exacted of people during 
a period of economic development and expansion re- 
quire an organized program of social support. The 
necessity for people to change their ways of living, of 
working, and of thinking imposes a heavy burden on 
human beings prone to find security and ease in fa- 
miliar ways. Public welfare helps to lubricate the 
social machinery and thus facilitate these adjustments. 
Moreover it spreads a safety net under the social 
process which helps maintain the courage of those 
who walk the high rope of modern life. Above all it 
fosters responsible citizenship by the mark of official 
valuation it places on individual welfare in a complex 
society. 

Public welfare in Puerto Rico has brought to this 
task a high measure of idealism and ingenuity. I was 
impressed by the caliber of its personnel and the 
degree to which their professional competence is tem- 
pered by common sense, emotional warmth, and a 
direct approach to the problem at hand. They have 
been willing to accept the heavy burden, both in extra 
work and knowledge of suffering, which an open- 
door policy brings to their offices. They seem to have 
understood that the “residual” role of public welfare, 
the receiving of all unmet needs, the picking up 
where other governmental programs leave off, actually 
implies a pioneering responsibility. They have been 
responsible for initiating a program of vacation rec- 
reation centers for children in the schools. They have 
pioneered in special classes for retarded children in 
their institutions since no program yet exists in the 
schools. Similarly they are making a beginning in 
specialized treatment for emotionally disturbed chil- 
dren. They were responsible for the organization of a 
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private institution for defective children. They have 
taken the lead in organizing community efforts to deal 
with juvenile delinquency. They have everywhere 
seized whatever means lay at hand to alleviate press- 
ing human needs and have not let themselves be either 
dismayed into apathy by impossible needs or deterred 
by impossible standards in endeavoring to meet those 
needs. They are everywhere the absorbers of social 
problems and the initiators of social action. 

In observing the inspiring role of public welfare in 
Puerto Rico it seemed to me that we should be proud 
of our supportive role in the total range of social and 
economic programs and not defensive in admitting 
that the task of lifting the general standard of living 
rests with others. Economic development, public health, 
education, and consumer aids such as public housing 
and school lunches are all frontal attacks on the 
basic causes of poverty. They are mass programs that 
lead the way toward a better life for all and we cheer 
them onward. But public welfare stands behind the 
individuals involved in this great forward movement 
in its role of ultimate social support and thus is basic 
to all other social programs. It deals with people 
primarily as individuals but its function is related to 
the fundamental purpose of all society, mutual benefit 
through mutual support. 





Why Children Misbehave. By Charles W. Leonard. 
Science Research Associates. Chicago, Illinois. 1952. 
40 cents. 

HERE ARE FEW THINGS that will stimulate interest 
T and attention more quickly than the needs and 
problems of children. To meet these needs and prob- 
lems of children adequately might be very well the 
concern of our entire population, in one way or an- 
other. Books, lectures, and movies dealing with some 
aspect of this younger generation are brought to our 
attention daily. It is almost an impossible task to pass 
critical judgment on even a small segment of this 
material. Material of special interest, however, de- 
serves review and the attention of the public. 

Wuy Cuipren Mispenave by Charles W. Leonard 

is a pamphlet of special interest. It is such be- 

cause of the author and the subject matter. Mr. 

Leonard is, and has been for a number of years, the 

superintendent of the Illinois State Training School 

for Boys. Prior to his appointment to this position 
he was the director of the Sheil Guidance Service, 


a child guidance clinic sponsored by the Catholic 
Youth Organization; a former federal probation off- 
cer, and a director of a home for transients and 
parolees. Mr. Leonard is one of the few professionally 
trained social workers in the country to head a public 
institution for delinquents. He has devoted himself 
to the elimination of the shame we merited in the 
treatment of “Our Rejected Children” which Albert 
Deutsch describes. Within the framework of a pro- 
gressive Department of Welfare, Mr. Leonard en- 
deavors to establish a training school program worthy 
of imitation elsewhere in the nation. 

Children in state training schools are very likely to 
be characterized as our “misbehaviorists.” In spite of 
the author’s experience with children in conflict with 
society and its mores, he writes of understanding and 
treatment in accord with enlightened thinking. The 
pamphlet is directed primarily to parents, teachers, 
and in fact, the man in the street. Behavior, we are 
informed, is an expression of a particular personality 
structure. Misbehavior is symptomatic generally, of 
some underlying difficulty in wholesome human re- 
lationships. Dealing with the symptoms without con- 
cern for the underlying problem is merely palliative. 
The nature and implications of several specific forms 
of “misbehavior” are examined and the common so- 
lution of understanding, acceptance and reliance on 
competent direction is stressed. A pamphlet such as 
this should be most reassuring to those concerned 
about children in their own immediate environment 
and deserves wide distribution and reading. 

Pau Katinauskas, Clinic Director 
Illinois State Training School for Boys 


Executives for the Federal Service. A Program for 
Action in Time of Crisis. By John J. Corson. Co- 
lumbia University Press. New York. 91 pages. 
$1.50 
XECUTIVES FOR THE Feperat Service (A Program 

E for Action in Time of Crisis), by John J. Corson, 
will be most interesting to public welfare adminis- 
trators largely because the author is so well known 
to most of them and so qualified to handle the sub- 
ject, plus the fact that “crisis” is ever-present with 
them. 

From the factual material obtained, he points out 
the need for administrative talent in top-level jobs in 
public service. The main thesis is that the efficient 
operation of the vast and many-sided responsibilities 
of government is seriously handicapped by the lack 
of sufficiently able executive leadership to run its busi- 
ness. 
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He makes a searching analysis of why this is so. 
He suggests a variety of remedies, all of them sound 
and several of them ingenious. 

The social security programs—federal, state and 
local—have, if anything, been more crippled than 
many by the circumstances Mr. Corson outlines as 
reasons why good men refuse top-level jobs. The sal- 
aries are notoriously low. The prestige factor is at 
rock bottom. 

Public welfare administrators are probably the most 
abused and least understood of all men who run pro- 
grams of public service. The frustration, including 
the “red tape” as Mr. Corson calls it, is sufficient to 
keep their blood pressure at dangerously high read- 
ings. The wonder is that they do as well as they do. 

The remedies Mr. Corson proposes are addressed 
to a new day and a changing world. At first reading, 
they sound visionary; but they are undoubtedly emi- 
nently practical, if improved administration in gov- 
ernment is desired. 

No such revision of current methods of choosing 
and securing executives as he proposes could take 
place overnight. He not only suggests immediate 
steps to help meet the present crises, but his proposals 
are for a forward-looking plan that will avoid a repe- 
tition of the present situation. 

Mr. Corson also suggests that a pool of capable 
executives be developed who possess the “general” 
skills of administration that can be used when and 
where they are needed. This tackles the problem of 
shortage of good administrators, and sharpens the 
point that leadership comes from persons with broad 
experience in many phases of government. 

An executive with a narrow view lives within a 
vacuum of the importance of the immediate program 
he administers, without much concern for how it fits 
in with other programs. Mr. Corson’s suggestions 
would vastly improve a situation such as this. They 
would create a new kind of loyalty—a loyalty to larger 
issues and wider associations than has ever been true 
before. 

The executive whose major concern in his mature 
years is to maintain the status quo and rest on his 
laurels will be an antiquated figure. The next gen- 
eration will not know him except through the his- 
torian. 

Mr. Corson cannot be accused of looking backward. 
He knows the importance of improving the practices 
of governmental agencies. 

J. Mitton Patrerson, Director 
Maryland State Department of Public 
Welfare 
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Other Publications 


Children Who Never had a Chance. Lucy Freeman. 
Public Affairs Pamphlet No. 183. June 1952. 25c. 


Directory of Activities for the Blind in the United 
States and Canada. Compiled by Helga Lende. 
Ninth Edition. American Foundation for the Blind, 
Inc. New York. 1952. $2.00. 


For Volunteers who Interview. Kathleen Ormsby 
Larkin. Volunteer Bureau Welfare Council of 
Metropolitan Chicago. Chicago, Illinois. 1952. 


Guidance in a Rural Community. Green Sea—A 
South Carolina School District Plans with and for 
its Boys and Girls. Amber Arthun Warburton, 
Executive Secretary, Alliance for Guidance of Rural 
Youth. Alliance for Guidance of Rural Youth and 
Department of Rural Education of the National 
Education Association. Washington 6, D.C. 1952. 
$2.00. 


Social Agency Board Member Institutes. An Analysis 
of the Experience of Eighteen Cities. A Research 
Project by Harleigh B. Trecker. Advisory Com- 
mittee on Citizen Participation, Community Chests 
and Councils of America, Inc. and the National 
Social Welfare Assembly. New York 17. May, 
1952. 


The Outlook for Women in Social Work. General 
Summary. Bulletin No. 235-8, Women’s Bureau, 
United States Department of Labor. U.S. Govern- 
ment Printing Office. Washington, D.C. 1952. 30c 


Who is my Neighbor? League of Local Welfare 
Executives. Richmond, Virginia. June, 1952. 
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WASHINGTON STATE OPPORTUNITIES 
Training Consultant, to plan staff division material; Public As- 
sistance Specialist, to develop procedures and manual material; 
Child Welfare Representatives, consultant to county welfare 
offices and licensing of child agencies; Public Welfare Field 
Supervisors, area consultants to county welfare offices. 

Write for full details and salaries today— 
State Personnel Board, 1209 Smith Tower, Seattle 4, Washington 
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PUBLIC WELFARE 





Have you a copy of 


THE PUBLIC WELFARE DIRECTORY? 


This up-to-date listing of federal, state and local public welfare agen- 
cies and officials—plus correspondence procedures and other useful infor- 
mation—is an indispensable tool in every welfare office. 


A few copies of the 1952 edition, including correction notices to date, 
are still available. Order now! 


The 1953 edition will be issued early next year. 


Price of the DIRECTORY is $7.50 per single copy with discounts on 
orders of 10 or more copies. Get your 1952 copy now and order your 
1953 copy for prompt delivery at time of publication. Send your orders 
to Directory Service, 


AMERICAN PUBLIC WELFARE ASSOCIATION 


1313 EAST 60TH STREET, CHICAGO 37, ILLINOIS 





REGIONAL MEETINGS 


NATIONAL ROUND TABLE 





PLAN TO ATTEND 


YOUR APWA CONFERENCES 


Records are being broken by attendance at 1952 Regional Conferences. 
Make the rest of this year and 1953 better still by attending the meeting 
in your region and the National Round Table. 





Northeast—Philadelphia, Pennsylvania...........................-..-- October 9-11 
Southeast—Charleston, West Virginia....................22..---2++- October 23-25 
Southwest—Little Rock, Arkansas....................-..---.--- March 23-24, 1953 
Central—St. Paul, Minnesota....................-.-.--2:--0--0+-+- April 26-28, 1953 
Mountain—Bismarck, North Dakota.....................-------.-----+ May, 1953 
West Coast—Los Angeles, California.....................-----+-- September, 1953 





Chicago, Illinois December 2-5, 1953 














INDEX TO PUBLIC WELFARE 


Volume 10, 1952 


SUBJECTS 


Administration 
Simplifying Case Recording in Public Assistance. 
John ]. Keppler. April 
Social Welfare Planning from the Public Agency Viewpoint. 
Ernest N. Heen. April. 


30 
38 








Aging 
California Plans for Its Aging Population. Charles I. Schottland. 
October 103 





APWA 


An Editorial Report. Editorial. Fred K. Hoehler. January 
An Invitation to the Membership. Editorial. Loula Dunn. 
April 
APWA Round Table Conference. Gertrude oe ee 
APWA’s Expanding Program. Editorial. July 
Financial Statement. July_ 
Gertrude Springer Receives Terry Merit Award. January. 
Report to the Board of Directors for 1951. Loula Dunn. July 
The A.D.C. Study. Editorial. October 


Book Reviews 


Community Planning for Human Services by Bradley Buell and 
Associates. Raymond M. Hilliard. July 
Community Services for Older People: The Chicago Plan. 
Prepared by the Community Project for the Aged of the 
Welfare Council of Metropolitan Chicago. Elizabeth Reckin- 
ridge, Project Director. Ollie A. Randall. July 
Creative Group Living in a Children’s Institution, a Symposium 
edited by Susanne Schulze. Phyllis Burns. April 
Executives for the Federal Service. A Program for Action in 
Time of Crisis by John J. Corson. J]. Milton Patterson. 
October 
Five States. A study of the Youth Authority Program as Pro- 
mulgated by the American Law Institute by Bertram M. 
Beck. Robert T. Lansdale. April 
Legal Aid in the United States by Emery A. Brownell. 
Eunice L. Minton. July 
Social Work Education in the United States by Ernest V. Hollis 
and Alice L. Taylor. Patricia Rabinovitz. April_____ 
Social Workers in 1950. A Report on: The Study of Salaries 
and Working Conditions in Social Work, published by 
American Association of Social Workers. Fred K. Hoehler. 
April 54 
Statistical Methods for Social Workers by Wayne McMillen. 
Robert P. Wray. July 
Why Children Misbehave by Charles W. Leonard. 
Paul Kalinauskas. October 


Child Welfare 


Analysis of the Basic Aims and Objectives of Child Welfare 
Programs. Inez M. Baker. April 


Medical Care 


Current State Practices with Regard to Hospitalization of Indi- 
gent Patients. Valerie A. Earle. April 
Tax-Supported Medical Care for the Needy. A Statement of the 
Joint Committee on Medical Care of the American Public 
Health Association and the American Public Welfare Asso- 
ciation. October 


























80 





113 














Miscellaneous 
Self-Investigation of a Caseworker. Mary Overholt Peters. April 


Personnel 
Augmenting Professional Staff by Means of In-Service Training. 
Martha Moscrop. April 34 
The Responsibility of Schools of Social Work for Training Ad- 
ministrative and Supervisory Staff. Sue Spencer. July._-_— 70 





Public Welfare—Assistance and Service Programs 
A Possibility for Social Rehabilitation. Rudolph T. Danstedt. 
April = 
Should Father Have a Mother’s Pension? Sanford Bates. July 
Working Mothers in the Aid to Dependent Children — 
Alice E. Mertz. July 








Public Welfare—General 
Dr. C. Christopher 
74 


Are Public Agencies Meeting the Needs? 
Morris. July 
Bienestar Publico. Puerto Rico’s Contribution to Public Welfare. 
Elizabeth Wickenden. October 


Public Relations 
The Client Writes the Case Worker. 








Don Jensen. July 


AUTHORS 
BAKER, INEZ M. Analysis of the Basic Aims and Objectives 
of Child Welfare Programs. April. 
BATES, SANFORD. Should Father Have a Mother's Pension? 








July ane - 
BURNS, PHYLLIS. Creative Group Living in a Children’s 
Institution. Book Review. April 
DANSTEDT, RUDOLPH T. A Possibility for Social Rehabili- 
tation. April — 
DUNN, LOULA. An Invitation to the Membership. Editorial. 
April 
DUNN, LOULA. Report to the Board of Directors for 1951. 














July 
EARLE, VALERIE A. Current State Practices with Regard to 
Hospitalization of Indigent Patients. April 
HEEN, ERNEST N. Social Welfare Planning from the Public 
Agency Viewpoint. April 
HILLIARD, RAYMOND M. Community Planning for Human 
Services. Book Review. July 
HOEHLER, FRED K. Social Workers in 1950. Book Review. 
April 
HOEHLER, FRED K. An Editorial Report. Editorial. January 
JENSEN, DON. The Client Writes the Case Worker. July. 
KALINAUSKAS, PAUL. Why Children Misbehave. 
Review. October 
KEPPLER, JOHN J. 
Assistance. April 
LANSDALE, ROBERT T. Five States. Book Review. April_ 
MERTZ, ALICE E. Working Mothers in the Aid to Dependent 
Children Program. July 
MINTON, EUNICE L. Legal Aid in the United States. 
Review. July 
MORRIS, DR. C. CHRISTOPHER. Are Public Agencies Meet- 
ing the Needs? July 
MOSCROP, MARTHA. Augmenting Professional Staff by 
Means of In-Service Training. April 
PATTERSON, J. MILTON. Executives for the Federal Service. 
A Program for Action in Time of Crisis. Book Review. 
October 
PETERS, MARY OVERHOLT. Self-Investigation of a Case- 
worker. April 
RABINOVITZ, PATRICIA. Social 
United States. Book Review. April 
RANDALL, OLLIE A. Community — for Older People: 
The Chicago Plan. Book Review. 
SCHOTTLAND, CHARLES I. 
Population. October 
SPENCER, SUE. The Responsibility of Schools of Social Work 
for Training Administrative and Supervisory Staff. July 
SPRINGER, GERTRUDE. APWA Round Table Conference. 
January 
WICKENDEN, ELIZABETH. Bienestar Publico. Puerto Rico’s 
Contribution to Public Welfare. October... 
WRAY, ROBERT P. Statistical Methods for Social Workers. 
Book Review. July 














Simplifying Case Recording in Public 








Book 

















Work Education in the 














116 


Book 
1 


46 
68 


a 


_ 30 
54 


ro Plans for Its Aging 
103 




















BOOKS e PAMPHLETS e REPRINTS 
Filius Available 


BOOKS AND PAMPHLETS 


1. Foster Care. Edited by 
1948 


3ess Craig. September 


Future Citizens All. Gordon W. Blackwell and 
Raymond F. Gould. September 1952 
(Orders of 10 or more, $1.50 each) 


Proceedings, Northeastern Regional Conference, 
New York. May 1950 


Proceedings, Northeastern Regional Conference, 
Massachusetts. September 1951 


The Public Assistance Worker. A Statement 
Prepared by the Committee on Social Work 
Education and Personnel. April 1952 
(Orders of 10 or more, 10c each) 


A Public Welfare District Office. Its Functions 
and Organization. Eva Abramson. July 1939 


Public Welfare in Civil Defense. Bulletins Nos. 
1-7. March 1951 to May 1952. Price per 
sulletin 


Release of Public Assistance Information. A 
Statement Prepared by the Committee on 
Welfare Policy. April 1952 
(Orders of 10 or more, 3c each) 


Standard Classification of Public Assistance 
Costs. A Report of the Committee on Public 
Welfare Accounting, APWA, and the Inter- 
bureau Committee, Social Security Board. 
December 1942 


Welfare and Child Care Services in Tulsa City 
and County. Survey by APWA. November 
1947 . 


REPRINTS FROM “PUBLIC WELFARE’ 


11. A Broadening Concept of Child Welfare. Fred 
DelliQuadri. November 1950 


12. Current State Practices with Regard to Hos- 
pitalization of Indigent Patients. Valerie A. 
Earle. April 1952__ 


The Employment Program of the New York 
City Department of Welfare. Myra E. Shim- 
berg, Ph.D. October 1951 


$1.00 


2.00 


A Governor Looks ai Welfare. Adlai 


E. Stevenson. January 1951 


How Broad is Public Welfare? Wayne Vasey 
August 1948 


lll-Fare or Welfare for Children with Defects? 
Harrison Allen Dobbs. May 1951 


The Mid-Century White House Conference on 
Children and Youth. Reports by Fred Delli- 
Quadri and Robert Carnes. February 1951 


Next Steps for Action in the Ficld of Federal 
Welfare Policy. An Interpretive Statement 
by the APWA Committee on Welfare Policy 
August 1951 


Planning the Welfare Services in Civil Defense. 
Alden E. Bevier. December 1950 


Processing Public Assistance Payments in Utah 
Elmoine W. Kirkham. October 1950 


Public Assistance Standards. A Report of the 
Committee on Assistance Standards. Febru- 
ary 1949 


Simplifying Case Recording in Public Assis- 
tance. John J. Keppler, April 1950 


Tax-Supported Medical Care for the Needy. A 
Statement of the Joint Committee on Medical 
Care of the American Public Health Asso- 
ciation and the American Public Welfare 
Association. October 1952 


Undergraduate and Graduate Study in the 
Training of Public Welfare Personnel. Arthur 
P. Miles. February 1951 


Undergraduate Social Work Education: Re- 
defined. Dorothy Zietz. November 1950 


What the Health Insurance Plan of Greater 
New York Offers to Older Persons. George 
Bachr, M.D., and Neva Deardorff, Ph.D 
March 1951 


Working Mothers in the Aid to Dependent 
Children Program. Alice E. Mertz. July 
1952 


DISCOUNTS: on orders of 10 to 24 copies, 10%; on orders 


of 25 or more, 20%, unless otherwise indicated. 

















AMERICAN PUBLIC WELFARE 
ASSOCIATION 
1313 EAST SIXTIETH STREET 
CHICAGO 37, ILLINOIS 
RETURN POSTAGE QUARANTEED 











